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PHYSICIANS who administer steroid hormones can 
hardly fail to note the cerebral manifestations pro- 
duced. The administration of testosterone has long 
been associated with a feeling of general well-being. 
Recently, new interest has been aroused in hormo- 
nal-cerebral relations by the dramatic central nerv- 
ous system effects of cortisone and corticotropin 
(ACTH) — namely, euphoria, mania, depression, 
psychoses, and even convulsions.*: 1: 16-20-21, 23,24, 26 


Alterations of the electroencephalographic pattern 
have been observed during physiologic changes in 
hormonal status, such as those that occur in the 
menstrual cycle® and pregnancy,'! and also in endo- 
crine deficiencies and excesses, such as Addison’s 
disease®: !° on the one hand and induced and spon- 
taneous hyperadrenocorticism? on the other. Worthy 
of note in this regard are the mental and emotional 
changes in myxedema, thyrotoxicosis, Simmonds’ 
disease, hypoparathyroidism and hypoglycemia. 

Hormonal replacement therapy given to patients 
with Addison’s disease restores the electroencephalo- 
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¢ /n numerous clinical observations, it has been 
noted that steroid hormones have effects upon 
the central nervous system. Earlier interpreta- 
tions of this relationship were largely specula- 
tive until newer methods permitted quantitction 
of actions of hormones and hormonal deficien- 
cies on cerebral metabolism. The present studies 
indicate that certain steroids which affect be- 
havior also influence cerebral metabolism. 


graphic pattern to normal.” ** Three groups of in- 
vestigators': 7° 2° reported reduced frequency of 
idiopathic convulsive seizures following administra- 
tion of desoxycorticosterone acetate. Selye induced 
anesthesia in rats by injection of various steroids,” 
and recently anesthesia in man following intramus- 
cular injection of 11-hydroxyandrosterone was re- 
ported.?* 

These observations led to a study of the effect of 
steroids on cerebral metabolism. In initial experi- 
ments it was observed that certain steroids were able 
to inhibit oxygen consumption by rat brain in vitro 
to the same degree that they produced anesthesia in 
the intact animal.’* And in further studies it was 
noted that this inhibitory action is exerted through 
the dehydrogenases.'*: 14 17 

To determine whether the in vitro inhibition 
might have any physiological significance, cerebral 
respiration was studied in rats whose steroidal status 
was. altered by castration." It was found that castra- 
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tion of immature male rats resulted in increased 
cerebral oxygen consumption, at least as measured 
in vitro. This was not true of rats castrated in adult 
life. Administration of testosterone in vivo or in 
vitro reduced the oxygen uptake to an almost normal 
rate. Thus, it appears that testosterone exerts a 
“braking effect” on cerebral metabolism. As with 
other actions of the steroids, apparently this effect 
is not peculiar to testosterone but is a property com- 
mon to many steroids of a certain chemical type.’ A 
water-soluble steroid conjugate, the glucoside of 
desoxycorticosterone (DCG) * was found to possess 
this depressant effect on oxygen uptake in vitro.® 
Aird and Gordan’ demonstrated that administration 
of 50 mg. of this compound intravenously produced 
immediate but evanescent reduction of electroenceph- 
alographic abnormalities in patients with convulsive 
seizures, 

These studies initiated attempts to investigate pos- 
sible interrelationships between steroids and cere- 
bral metabolism in man. The investigation was made 
possible by a technique for determination of cere- 
bral blood flow recently developed by Kety and 
Schmidt ;1* 1% for if the volume of the flow of blood 
through an organ can be determined and the affer- 
ent and efferent blood analyzed for any given con- 
stituent, it is possible to calculate the rate of utiliza- 
tion or production of that constituent by the organ. 


DCG was found to affect certain phases of cerebral 
metabolism. It liberates sugar from the brain of 
about one-third of subjects, as demonstrated by a 
rise in sugar content of cerebral venous blood above 
the arterial level; no such rise was found in ante- 
cubital venous blood.* Attempts were made to iden- 
tify the liberated sugar and it was found that only 
part of it is fermentable—that is, glucose; the bulk 
is non-fermentable, apparently galactose.12 When 
sections of gray and white matter of the brain were 
analyzed for cerebroside galactose content imme- 
diately before and after the intravenous administra- 
tion of 50 mg. of DCG to psychotic patients during 
prefrontal lobotomy, decrease of the galactoside con- 
tent of the white matter occurred in one third of the 
cases. Thus, it appears that the cerebral cerebrosides, 
like hepatic glycogen, are labile and subject to hor- 
monal influences. Unfortunately, it was not possible 
to make simultaneous determinations of cerebral 
blood flow and biopsy studies in the same patients. 
Such a combined study would make it possible to 
balance the breakdown of glycogen and cerebro- 
sides against the liberation of glucose and galactose. 


Further evidence of hormonal control of cerebral 
metabolism was obtained by studying groups of pa- 
tients with various endocrinopathic conditions.!” 


* Supplied by Ciba Pharmaceutical Products, Inc., Summit, N.7J. 
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Chart I.—Each initial represents one human subject. Its 
position on the graph shows the rate at which glutamic 
acid and glutamine are metabolized by the brain. A posi- 
tive value means that the arterial level exceeds the cere- 
bral venous level; therefore, the substance is removed from 
the blood as it courses through the brain. A negative value 
indicates that the cerebral venous blood contains more of 
the substance than is found in the arterial blood; there- 
fore, the substance is liberated from the brain. The bars 
indicate average values for the group. Note that prior to 
the administration of DCG, there is reciprocal relation- 
ship, statistically and individually, between the uptake 
of glutamic acid and the release of glutamine from the 
brain—that is, glutamic acid disappears because it com- 
bines with ammonia to become glutamine (amidation). 
After DCG, average values (bars) indicate that glutamic 
acid is no longer amidated, and in some cases (patients 
M and S) amidation is even reversed. 


Cerebral oxygen and glucose uptake of castrated 
adult males and of patients with hypopituitarism 
and preadolescent eunuchoidism was measured. 
These measurements were not made in _ patients 
with Addison’s disease because of the hazards of 
omitting therapy in this illness. Although only the 
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group with eunuchoidism was sufficiently large to 
permit statistically valid conclusion, the other groups 
are worthy of discussion since in them there were 
trends which seem to correlate fairly well with the 
results of experiments on animals. 


In all the hormonal deficiency conditions studied, 
an increase in glucose uptake was evident. A con- 
comitant increase in oxygen consumption, however, 
occurred only in the subjects with preadolescent 
eunuchoidism; in the other conditions, glucose is 
apparently not burned completely. In both hypo- 
pituitary subjects and castrates, the rates of oxygen 
consumption were lower than normal. DCG caused 
the cerebral oxygen consumption of castrates to re- 
turn to normal. By good fortune opportunity was 
given to study a patient before and after hypophysec- 
tomy.’ Before operation the cerebral metabolic con- 
sumption of oxygen and glucose in this patient was 
normal, as was the response to DCG. Following op- 
eration, while the patient was in an apituitary state, 
changes like those observed in hypopituitary pa- 
tients, but to a greater degree, were present. 


In the present studies it has been consistently 
found that normal brain tissue utilizes more oxygen 
than can be accounted for by the amount of glucose 
metabolized. It therefore appears that other food- 
stuffs, in addition to glucose, must be utilized by the 
brain. For that reason, measurement of the cerebral 
metabolism of other possible metabolites has been 
begun. Metabolism of the substances studied thus 
far (glucose, galactose, pyruvate, lactate, alanine, 
glycine, glutamic acid and glutamine) does not ac- 
count for all the oxygen utilized. 


Of particular interest is the glutamic acid-gluta- 
mine metabolism. Glutamic acid is taken up by the 
brain; however, glutamine is liberated in equivalent 
amounts. Therefore, glutamic acid does not account 
for oxygen consumption by the brain; it seems to 
figure only as a carrier for ammonia excretion. Sta- 
tistical studies indicate that DCG inhibits this mech- 
anism, possibly by inhibiting the oxidative reactions 
which supply energy for amidation (Chart 1). 


CONCLUSIONS 


1. Steroids are capable of altering patterns of 
cerebral metabolism in vitro and in vivo. 


2. Desoxycorticosterone glucoside effects release 
of sugars from the brain in about one-third of 
human subjects. 


3. Human brain in situ uses foodstuffs other than 
glucose. 


4. Human brain in situ amidates glutamic acid 
to glutamine.: 


+Through the courtesy of Dr. M. B. Shimkin and Dr. E. B. Boldrey. 
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5. Studies of cerebral metabolism in hormone de- 
ficiencies suggest that hormone may normally influ- 
ence the pattern of utilization of foodstuffs by the 
brain. ; 


6. These data demonstrate that certain steroids 
which affect cerebral behavior also affect cerebral 
metabolism. It does not necessarily follow that the 
alterations of human behavior and mental state pro- 
duced by hormones reflect changes in cerebral 
metabolism. 


University of California Hospital. 
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Cat's Got His Tongue 


INASMUCH as the California State Legislature now has before it a proposal to protect 
insectivorous song birds by legislative restraint upon the predatory activity of cats, it 
seems appropriate here to print a sober and judicious appraisal, made by a servant of 
the people of Illinois, of a similar bill that was passed some three years ago by the 
General Assembly of that state. 


I herewith return, without my approval, Senate Bill No. 93, entitled, “An Act to 
Provide Protection to Insectivorous Birds by Restraining Cats.” This is the so-called 
“Cat Bill.” I veto and withhold my approval from this bill for the following reasons: 

It would impose fines on owners or keepers who permitted their cats to run at large 
off their premises. It would permit any person to capture, or call upon the police to pick 
up and imprison, cats at large. It would permit the use of traps. The bill would have 
statewide application—on farms, in villages, and in metropolitan centers. 

This legislation has been introduced in the past several sessions of the legislature, and 
it has, over the years, been the source of much comment—not all of which has been in 
a serious vein. It may be that the General Assembly has now seen fit to refer it to one 
who can view it with a fresh outlook. Whatever the reasons for passage at this session, I 
cannot believe there is a widespread public demand for this law or that it could, as a 
practical matter, be enforced. 

Furthermore, I cannot agree that it should be the declared public policy of Illinois 
that a cat visiting a neighbor’s yard or crossing the highway is a public nuisance. It is 
in the nature of cats to do a certain amount of unescorted roaming. Many live with their 
owners in apartments or other restricted premises, and I doubt if we want to make their 
every brief foray an opportunity for a small game hunt by zealous citizens—with traps 
or otherwise. I am afraid this bill could only create discord, recrimination and enmity. 
Also consider the owners’ dilemma: To escort a cat abroad on a leash is against the nature 
of the cat, and to permit it to venture forth for exercise unattended into a night of new 
dangers is against the nature of the owner. Moreover, cats perform useful service, par- 
ticularly in rural areas, in combating rodents—work they necessarily perform alone and 
without regard for property lines. 

We are all interested in protecting certain varieties of birds. That cats destroy some 
birds, I well know, but I believe this legislation would further but little the worthy cause 
to which its proponents give such unselfish effort. The problem of cat versus bird is as 
old as time. If we attempt to resolve it by legislation, who knows but that we may be 
called upon to take sides as well in the age-old problems of dog versus cat, bird versus 
bird, even bird versus worm. In my opinion, the State of Illinois and its local governing 
bodies already have enough to do without trying to control feline delinquency. 

For these reasons, and not because I love birds the less or cats the more, I veto and 
withhold my approval from Senate Bill No. 93. 


The message of veto was signed by a man who later became a rather extraordinarily 
articulate aspirant to the presidency of the United States. 
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Newer Therapy for Leukemia, Polycythemia, 
and Lymphoma 


ARTHUR A. MARLOW, M.D., and GRANT R. BARTLETT, Ph.D., La Jolla 


X-RADIATION was the only specific treatment for leu- 
kemia and lymphoma until recently. It is the treat- 
ment of choice in many instances. However, alternate 
therapy for these and other allied conditions is now 
available. 


Chronic leukemia 


A great deal can be accomplished in the treat- 
ment of chronic leukemia if it is borne in mind that 
present treatment is palliative. The whole patient, 
rather than the diagnosis or the leukocyte content of 
the blood, should be treated. Osgood® recommended 
the treatment of chronic leukemia from the date of 
discovery, regardless of symptoms. He maintained 
that patients can be kept in happier and more pro- 
ductive states during their remaining years by this 
method. He emphasized follow-up at intervals regu- 
larly spaced to determine the effects of radiation be- 
fore further treatment is applied. Block and Jacob- 
son! expressed the opinion that specific therapy 
should be reserved for patients with symptoms of 
active disease — an opinion concurred in by the 
majority of investigators. Ross and Ebaugh® noted 
that available specific agents destroy normal as well 
as neoplastic cells and suggested that they be used 
with care. 

The advisability of a conservative attitude toward 
specific therapy is illustrated by the cases of two pa- 
tients under the authors’ observation. One, an un- 
married white woman, a teacher, was referred to the 
authors 11 years ago in 1941, at the age of 56. 
Chronic lymphatic leukemia had been discovered 
five years before, in 1936. As the patient remained 
in good health, specific treatment had not yet been 
started at the present writing. The other, who is 
being treated, is a white man 74 years of age with 
a well documented diagnosis of chronic lymphatic 
leukemia made 29 years ago in 1923. 

X-radiation is the preferred treatment at present. 
Radioactive phosphorus is used with increasing fre- 
quency because of the absence of radiation sickness 
and the ease of administration. It may become the 
treatment of choice as experience with it increases. 


From the Scripps Metabolic Clinic, La Jolla. 
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¢ X-radiation remains the treatment of choice 
in most cases of leukemia and lymphoma, but 
new agents are playing an increasing role in 
therapy. Radioactive phosphorus does not pro- 
duce radiation sickness and results with it are 
comparable to those of x-ray therapy in chronic 
leukemia. Urethane and nitrogen mustard may 
produce remissions in patients with chronic leu- 
kemia who have become resistant to radiation. 
Triethylene melamine may be administered or- 
ally with nitrogen mustard-like effects and is 
undergoing further trial. Aminopterin, ACTH 
and cortisone often cause short remissions in 
acute leukemia. Urethane is the best treatment 
available for multiple myeloma. Polycythemia 
vera is well controlled by radioactive phos- 
phorus combined with venesection. Nitrogen 
mustard is often effective and triethylene mela- 
mine shows promise in Hodgkin's disease. Anti- 
anemic substances such as iron and liver extract 
are of no value in the treatment of anemia 
caused by leukemia, lymphoma and myeloma. 


Urethane® produces clinical results comparable 
to those of radiation in a majority of patients with 
chronic myelogenous leukemia. Results are some- 
what less satisfactory in chronic lymphatic leukemia. 
The enteric coated tablets are well tolerated by most 
patients in average doses of 1 gm. three times daily 
after meals. Often the dose can be reduced to 1 or 2 
gm. daily for maintenance. Therapy must be con- 
tinuous or relapse will occur quickly. The authors 
feel (without statistical proof) that patients cannot 
be maintained as long with urethane as with radia- 
tion and therefore reserve urethane for trial chiefly 
in chronic myelogenous leukemia which has become 
refractory to radiation. Chart 1 illustrates the pro- 
longation of life by approximately one year in 
chronic myelogenous leukemia by use of urethane 
after x-radiation became ineffective. 

Nitrogen mustard has produced very satisfactory 
remissions and it may be used as alternative therapy 
in patients who no longer respond to radiation. Nau- 
sea and vomiting have restricted its use but the auth- 
ors have had surprisingly little trouble with this 
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Chart 1.—Effect of urethane after patient no longer 
responded to x-radiation in a case of chronic myelogen- 
ous leukemia. The interrupted line indicates erythro- 
cytes in millions per cu. mm. of blood, and the continu- 
ous line leukocytes in hundred thousands per cu. mm. 
X-ray therapy without response is indicated by asterisks. 
The patient was a man 26 years of age. 


complication when 0.2 gm. of Amytal Sodium® are 
given by mouth at the end of the intravenous in- 
fusion. 

Triethylene melamine (TEM),° a 5 mg. tablet 
with nitrogen mustard-like effects, can be given by 
mouth with little difficulty from nausea and vomit- 
ing. It offers considerable promise as a convenient 
method of treatment. However, it is a powerful bone 
marrow depressant and more experience will be nec- 
essary before it can be released for general use. 

Monocytic leukemia often runs a subacute course 
and is resistant to therapy, although more chronic 
types may respond to x-radiation. 

The authors have had poor results in general with 
the treatment of chronic leukemia in patients who 
have leukopenia at the outset. However, therapy 
should always be attempted as some patients will 
respond satisfactorily to radiation. 


Acute Leukemia 


The treatment of acute leukemia, regardless of 
cell types, remains unsatisfactory. (Although the 
authors are inclined at times to recommend no treat- 
ment, this is a recommendation that patients’ rela- 
tives will not accept.) Now there are two specific 
agents which influence the disease, although results 
are often disappointing. 

Aminopterin* and other folic acid antagonists 
can be given conveniently by mouth and they will 


* Supplied through the courtesy of Lederle Laboratories, Division 
of the Taatiens Cyanamid Co., New York, N.Y. 
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produce remissions, often of several months’ dura- 
tion, in 25 to 50 per cent of children. Such remis- 
sions are uncommon in adults. Toxic manifestations 
such as stomatitis, diarrhea, skin and mucous mem- 
brane hemorrhage, pancytopenia and alopecia may 
be troublesome or disastrous.’° Aminopterin is 
given in average doses of 0.5 mg. daily until im- 
provement is noted or toxic symptoms appear. Either 
effect is usually apparent within two weeks. It is 
customary to stop the drug when improvement oc- 
curs, as there is little evidence that maintenance 
therapy prolongs remission. Therapy may be reinsti- 
tuted when signs of relapse occur, but the results of 
subsequent courses of treatment are often less satis- 
factory. 


Hormone therapy with corticotropin (ACTH) or 
cortisone produces a gratifying sense of well-being, 
and remissions are obtained in about 50 per cent 
of patients. The remissions are often short and may 
last only a few days or a few weeks. Restriction of 
the dietary intake of sodium chloride to 1 gm. or 
less per 24 hours is necessary to prevent troublesome 
edema. Supplementary therapy with enteric coated 
tablets of potassium chloride, 3 to 8 gm. daily, will 
offset increased potassium loss owing to use of these 
hormones. Results of the alternate use of hormones 
and folic acid antagonists have been reported re- 
cently.” 


Multiple Myeloma 


Multiple myeloma is one of the most malignant 
and painful tumors of the blood-forming organs. An 
occasional case with a more benign course is seen, 
but management of patients with this disease has 
always been difficult. X-radiation has afforded some 
relief in the past but urethane is the best treatment 
available at this time.‘ Urethane is not effective in 
all instances and gastrointestinal intolerance pre- 
vents its use in some patients. Three or 4 gm. are 
given daily for treatment, and maintenance doses of 
1 to 3 gm. daily may be given for long periods. 
Leukopenia occurs frequently when the drug is given 
on that schedule, but it is tolerated well. Favorable 
response—general improvement and relief of bone 
pain and anemia—usually begins within two or three 
weeks. Recalcification of bone lesions may occur 
during urethane therapy (Figure 1). The authors 
employed prefrontal lobotomy with success for the 
relief of intractable bone pain in one case of mye- 
loma. In the management of a patient treated re- 
cently, corticotropin and cortisone were useful for 
the control of pain while waiting for urethane effects. 


Polycythemia Vera 


Radioactive phosphorus, given in small doses of 
about 3 miilicuries by mouth, appears to be the 
simplest and most effective treatment for polycythe- 
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Figure 1.—Recalcification during urethane therapy for multiple myeloma in a white woman 63 years of age. 


Choice of Therapy in Leukemia, Polycythemia, and Lymphoma 





X-Ray 


Chronic leukemia, myelogenous.......................-.-.2-- 1 
Chronic leukemia, lymphatic..............................--- 1 
Acute leukemia, all types.....................---:::::e-0000+- 
Multiple myeloma 

Polycythemia vera 

Lymphosarcoma 

Giant follicular lymphoma 

Hodgkin’s disease 


Key: 1 = first choice; 2 = second choice; 3 = third choice. 


mia. As effects do not become apparent for 30 to 60 
days, preliminary venesection to reduce the blood 
cell volume to about 55 per cent of the whole blood 
is done for immediate relief of symptoms. Patients 
may be retreated at intervals of three months with 
2 or 3 millicuries of radioactive phosphorus and 
venesection may be repeated if necessary. Remis- 
sions for two years or more have been produced by 
this method.* The authors had excellent results dur- 
ing a short follow-up period up to two years in ten 
of eleven cases. 


Lymphosarcoma, Giant Follicular Lymphoma 
and Hodgkin’s Disease 


Radical surgical removal of solitary tumors with 
the hope of an occasional cure has been revived 
recently.” The operation should be followed by 
heavy local radiation. This method had not been 
looked upon with favor, as recurrence at other sites 
usually took place. The subject is a controversial 
one, but enough “cures” of five years or more have 
been reported to recommend serious consideration 
for an occasional carefully selected case. 

X-radiation is the treatment of choice for lesions 
of the lymphoma group. Results with radioactive 
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phosphorus have been disappointing in most hands, 
although Block and Jacobson! considered it as effec- 
tive as x-ray in lymphosarcoma and giant follicular 
lymphoma. 


Nitrogen mustard deserves an important place in 
the treatment of Hodgkin’s disease, especially if the 
patient has severe toxic symptoms and widespread 
disease. It is useful for the rapid relief of symptoms of 
acute pressure, especially in the case of mediastinal 
obstruction where x-ray therapy may be dangerous. 
Nitrogen mustard is generally less effective in lym- 
phosarcoma and giant follicular lymphoma than in 
Hodgkin’s disease. However, it deserves a place as 
alternate trial therapy in these conditions. Melamine 
has shown considerable promise as a convenient 
palliative agent in the treatment of Hodgkin’s dis- 
ease. Corticotropin and cortisone have been of little 
assistance, but the authors have seen an excellent re- 
sult of six months’ duration in one case of Hodgkin’s 
disease which had become resistant to x-ray. 


The anemia caused by leukemia, lymphoma and 
myeloma responds only to specific therapy and trans- 
fusions. Antianemic substances such as iron and 
liver extract are of no value. 
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A.M.E.F. Funds Total More Than $886,430 


CONTRIBUTIONS to the American Medical Education Foundation in 1952 totaled 
more than $886,430. This includes an American Medical Association grant of 
$500,000 voted by the House of Delegates in December 1951 at Los Angeles. 
In all, 6,739 contributions have been recorded from 6,697 individuals, 11 lay- 


men and 31 organizations. 


Distribution of Class A grants for the 79 medical schools in the country was 
made in August—$15,000 for each of the 72 four-year schools; $7,500 for each 
of the six two-year schools, and $11,250 for one three-year school. 


Particularly encouraging . . . contributors up 4,863 over 1951 ... . total re- 
ceipts up $140,513 over 1951.—From A.M.A. News Notes. 
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The Treatment of Hypospadias 


WHILE no new principles in the repair of hypo- 
spadias have been evolved for many years, the old 
ones are being applied more efficiently and the repair 
of hypospadias is now highly successful. During the 
past ten years eleven authors have published re- 
ports of fifteen or more cases* and this has supplied 
data for more critical judgment of the various tech- 
niques now being espoused. 

To be adjudged satisfactory an operation must 
afford, above all, a straight penis when the organ is 
completely erected. Anything less than this is inade- 
quate. The urethral orifice must not open posterior 
to the corona, else ejaculation may be so shallow as 
to impair fertility. The urethra should not bear hair. 
Of equal importance, and it is here that urethro- 
plasty often fails, is the formation of a’ urethra of 
such caliber that urethral dilatation is unnecessary. 

The soundness of an operation for hypospadias 
may be judged by the principles upon which it is 
based. In no other urologic procedure is attention to 
careful surgical technique so necessary. Tissues 
must be handled gently and skin flaps and tube pedi- 
cles must have an adequate supply of blood. There 
must be no tension on suture lines, and only the 
finest of suture materials should be used. Juxtaposi- 
tion of the urethral suture line and that of the cover- 
ing skin should be avoided, for experience over the 
years has shown that in an undue number of cases 
urethral fistulae will result. At the conclusion of the 
operation, hemostasis should have been obtained, 
and when skin flaps have been used pressure dress- 
ings are indicated. 


THE CAUSE AND TREATMENT OF CHORDEE 


Almost every paper treating of hypospadias con- 
tains a fable as to the cause of chordee. Authors 
describe, and medical illustrators depict, a heavy 
band of fibrous tissue extending from the abnormal 
urinary orifice to the glans. This band is spoken of 
as the rudimentary corpus spongiosum and it is said 
that contracture of it bends the penis ventrally. This 
is not so. The author, who has repaired chordee in 
48 boys with hypospadias of varying degrees, has 
seen such fibrous bands in no more than three in- 
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¢ With recent improvements in techniques, the 
operative cure of hypospadias has been much 
improved and a satisfactory cure of this defect 
can be anticipated. This paper discusses the 
most promising types of surgical repairs and 
presents a method which has been particularly 
successful in almost 50 cases. 


stances, and those were in boys with scrotal hypo- 
spadias. In a few cases the corpus spongiosum is 
absent and the urethra is firmly attached to the cor- 
pora cavernosa. For the most part, the distal urethra 
is entirely external to the spongiosum which can be 
seen as a normal soft midline body extending to the 
glans. 

Normally, the skin of the penis slides loosely on 
the shaft. In hypospadias, the ventral skin distal to 
the orifice does not slide; it is firmly adherent to 
the shaft, and it is this which is the major cause for 
chordee. In other words, merely freeing the skin 
from the shaft distal to the abnormal orifice will 
completely reduce the chordee in most cases. On oc- 
casion, the ventral curvature is further increased by 
fibrous tissue lying between the corpora cavernosa 
and the normal corpus spongiosum. These bands, 
when present, must be resected. It is obvious, then, 
that chordee can only be corrected if the ventral 
skin is dissected widely off the shaft. The Duplay 
(Heineke-Mikulicz) procedure is therefore to be 
condemned. 

Blair! and Nesbit”' described operations which 
are adequate for the correction of the chordee and 
which, at the same time, swing preputial skin to the 
ventrum to cover the denuded area which results 
from the correction of the curvature. There is little 
to choose between them. The author has found 
Blair’s method to be simple and sound. 


FORMATION OF THE URETHRA 
Four methods of urethroplasty are in vogue. 


A. Urethroplasty using penile skin. The oldest and 
most commonly performed of the operations employs 
ventral penile skin to form a urethra. As it is usually 
practiced, it cannot fulfill the tenets of a proper 
repair for several reasons. Since the new urethra 
is covered with the lateral penile skin flaps, it can- 
not but be of small caliber. Also there is tension 
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upon the skin closure, particularly during the first 
two or three days after operation when edema is 
present. Moreover, the juxtaposition of suture lines 
leads to multiple fistulae. Even the Cecil modifica- 
tion has failed to correct the inherent errors appre- 
ciably.® * 1° 12 Only Byars,® who has used it in 52 
cases, has had success with this method. However, 
the adequacy of the caliber of the urethra so formed 
must be questioned. There just isn’t enough skin to 
go around. 


Penile and preputial skin is ideal for the forma- 
tion of a new urethra, for it is in situ, is blessed with 
the necessary resiliency and is non-hair bearing. If 
it is used, however, skin must be obtained from else- 
where to replace that taken for the new urethra. The 
scrotum is the logical source for a skin cover which 
allows the formation of a urethra of large caliber 
without the development of tension. Furthermore, 
the suture lines can be staggered. 


Blair covers the new urethra with a flap of skin 
raised from one side of the scrotum. The author has 
used this type of repair in 18 cases and has found it 
excellent.**: *° It requires operation in three stages. 
Wehrbein** prepares a skin tube on the scrotum in 
conjunction with the first stage operation, and at 
the second procedure a new urethra is formed and 
is covered with the skin forming the’ tube pedicle. 
Analysis of the principles upon which it is based 
shows this to be a sound two-stage procedure. Good- 
hope! * also described the operation but did not 
say how often he had used it. 

In 1946 Cecil* published a report on an operation 
which differs from the Blair method in that the 
new urethra is covered with a flap of skin from each 
side of the scrotum. Three operations are required 
for its execution. Culp’ has recently reported on 
experiences with this method in 19 cases. Although 
he noted no permanent urinary fistulae, a few will 
undoubtedly occur. 


B. Urethra made from a free inlay graft (Nové Jos- 
serand procedure). Only plastic surgeons'®: 7° 7% 3° 
have been enthusiastic about this method of repair 
which has largely been dropped from the surgical 
repertoire because of the frequency of strictures and 
fistulae. Some time after the successful repair of 
chordee, a split thickness graft is taken from a non- 
hair bearing area and is placed (raw side out) 
about a rubber tube. The ventral skin is freed from 
the shaft of the penis by tunnelling with a trocar 
which is then made to pierce the glans. In this bed 
is placed the graft. Later it is necessary to anasto- 
mose the proximal end of the new urethra to the 
hypospadiac one (Young and Benjamin”: *° anasto- 
mosed them primarily with indifferent success). 
Three operations, then, are required. The theoretical 
objection to this procedure has to do with the 
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straightness of the penis with erection. Some degree 
of longitudinal contracture is to be expected in the 
healing process. But, even more important, where is 
the resiliency which will allow an increase of 40 per 
cent in its length as required with an erection? The 
author has had but limited experience with the Nové 
Josserand procedure but has not been satisfied with 
the functional (sexual) result. This objection ap- 
plies particularly to the procedure as practiced by 
Young,””: *° who chooses to lay the graft when the 
child is only three years old. 


C. Operation of Duplay-Marion (subcutaneous 
skin strip). More than 70 years ago Duplay'® de- 
scribed a procedure in which he made two longitu- 
dinal incisions ventrolaterally and instead of sutur- 
ing the edges together to form a midline tube he 
merely placed a catheter on the surface of the skin 
between the lines of incision and sutured the lateral 
edges of the skin together over it, thus burying the 
skin strip. He used interrupted and double-locking 
sutures for this closure. That he had at one time 
used the dorsal relaxing incision was indicated by 
his statement that he had given it up. 


Cecil’ cited this operation in a monograph pub- 
lished in 1936. In 1942 Marion and Pérard'® de- 
scribed it in great detail and credited Duplay as its 
originator. They considered it to be the operation 
of choice although they did not state the number of 
cases in which it had been used, nor did they men- 
tion complications. 


The following analysis of Marion’s experience 
with the procedure was made on the basis of per- 
sonal communication with him.'® Excluding cases 
of the balanitic type, he has operated to correct the 
defect in 48 boys. In four cases the defect was of 
the perineoscrotal type and was repaired in three 
stages: (1) Correction of the chordee. (2) Cystos- 
tomy; formation of the new canal by means of a 
buried skin strip. The new and old urethrae were 
not joined. (3) Closure of the fistula. In 18 cases 
the opening was penoscrotal and in 26 it was penile. 
In those cases Marion chose to join the new urethra 
to the old at the second (and final) stage after diver- 
sion of the urine by cystostomy. Urethroplasty had 
to be repeated in five cases. The operation was en- 
tirely successful in one-third of the remaining cases. 
In the other two-thirds a fistula formed and a third 
operation had to be done to close it. Marion stated, 
however, that the ultimate results were uniformly 
excellent. 
Browne” * made reports on such an operation in 
1949 but did not include a bibliography and did not 
mention Duplay or Marion. As repair of this type, 
judged in the light of accepted surgical principles, 
does not seem to be entirely sound, it should be judi- 
ciously scrutinized. j 
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Figure 1.—First stage. Typical deformity showing chor- 
dee, abnormally placed meatus, and redundant dorsal fore- 
skin. Dotted lines indicate incision. (From Smith and 
Blackfield, Surgery, 1952.) 


The first stage, as described by Browne, is of the 
Duplay (Heineke-Mikulicz) type and does not per- 
mit adequate exposure of the ventrum. Ventral ten- 
sion is relieved by a longitudinal dorsal incision 
which is left to granulate. At the second operation, 
the strip of skin which is to be buried is outlined. 
(Although logically the strip of skin should be made 
quite wide since the width determines the circumfer- 
ence of the new urethra, Browne’s illustrations de- 
pict a very narrow strip, which would of necessity 
afford a urethra of small caliber; and in his two 
articles he made no mention of the diameter of the 
urethra obtained.) The lateral skin margins are then 
approximated widely over the “urethra” and tension 
is again relieved by another long dorsal incision. 
Browne said that the new urethra becomes soft after 
a year or so—a statement that may be taken as an 
index of the amount of tissue reaction which follows 
upon this procedure. He is in error in saying that the 
operation is applicable to hypospadias of all degrees, 
for if it is applied to the scrotal and perineal types, 
a portion of the buried strip will bear hair. Only a 
split thickness inlay graft placed in this area will 
answer this problem satisfactorily. Browne reported 
on 50 boys treated by the Duplay-Marion procedure. 
Fistula developed in three patients—two of whom 
were operated upon by other surgeons. As it may be 
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Figure 2.—Circumferential incision just proximal to 
corona. Foreskin is dissected from the shaft. Note that all 
flaps are handled with small double hooks. The use of 
“eye” scissors for this dissection is suggested. (From 


Smith and Blackfield, J. Urol., 1948.) 


Figure 3.—Incision carried proximally on ventrum sur- 
rounding meatus. At times it is necessary to extend it 
beyond the meatus; if so, a considerable cuff of skin 
should be left about meatus so that suture lines do not 
encroach too closely upon it—meatal stricture might re- 
sult. Skin flaps are freed by dissection with small scissors. 
The skin distal to the meatus is thin and plastered to 
underlying corpora. This is the major cause for the chor- 
dee. Small fibrous bands are occasionally present between 
the corpus spongiosum and the cavernosa. (From Smith 


and Blackfield, J. Urol., 1948.) 
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surmised that other surgeons operated in only a 
minority of the 50 cases, there is a suggestion of 
rather high incidence of fistula. Byars, who widely 
approximates the lateral skin edges over a com- 
pletely formed urethra, reported development of fis: 
tula in 23 per cent of the patients operated upon. 
Should a lesser incidence of fistula be expected fol- 
lowing the Duplay repair? Marion’s experience sug- 
gests that a significant number of fistulae are to be 
expected. It is to be hoped that in the near future 
others will publish the results obtained by this 
method with particular reference to the incidence of 
fistulae, an appraisal of the straightness of the penis 
upon erection, and the caliber of the urethra. Until 
then, judgment should be reserved. 


Figure 4.—Elongation of ventrum has been obtained. It 
may be necessary to free the distal urethra and shift it 
posteriorly to complete the correction of the chordee. 
(From Smith and Blackfield, J. Urol., 1948.) 


Figure 5.—A, Area of ventrum thus increased requires 
more skin for cover. This is obtained by separating double 
fold of foreskin, thereby converting it into single layer. 
This redundant flap is split down midline 2 to 3 cm. so 
that a and b meet at frenum without constricting shaft, 
yet affording an adequate and loose cover for ventrum. 
If more is needed here, the dorsal slit is further deepened. 
B, Adjacent skin edges sutured. (From Smith and Black- 
field, J. Urol., 1948.) 
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D. The operation described by Ombrédanne still 
has its adherents!" **: *7 although it does not seem 
to be based on sound principles or to have satisfac- 
tory final result. Fistula develops in a significant 
number of cases. 


THE BLAIR-WEHRBEIN-DUPLAY OPERATION 


The author has carried out or supervised the re- 
pair of hypospadiac deformities in 44 boys by the 
principle of urethroplasty from ventral penile skin 
with scrotal skin as a cover. Eighteen of the patients 
were treated by a previously described** modifica- 
tion of the Blair procedure. Then in 1947 the author 
changed to a technique which seemed simpler than 
the Blair procedure and which was carried out in 


Figure 6.—-Ventrolateral skin closed; dorsal flaps A and 
B are now on ventrum. Note relative posterior displace- 
ment of meatus due to elongation of corpora. (From 


Smith and Blackfield, J. Urol., 1948.) 


Figure 7.—Formation of scrotal tube pedicle. The width 
of the flap is equal to at least one-half the circumference 
of the penis and should be marked out without any trac- 
tion placed on the scrotum. A tube of too small diameter 
is worthless. The proximal ends of the incisions should 
extend to the level of the meatus if it is at the peno- 
scrotal junction. If the meatus is on the shaft, the tube 
should terminate at the penoscrotal junction. Its length 
should slightly exceed the length of the penis. (From 
Smith and Blackfield, Surgery, 1952.) 
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two stages rather than in three. In this operation the 
first stage is as described by Blair (Figures 1-6) 
but in conjunction with it a tube pedicle, as sug- 
gested by Wehrbein, is made from the skin of the 
scrotum (Figures 7-9). The first stage is carried out 
preferably when the child is 18 months old. 


When the patient is four years old (or six months 
after the first stage if he is older) the final operation 
is done. A wide flap, equal to about two fifths to one- 
half of the circumference of the penis, is outlined 
and the urethroplasty is completed (Figure 10). 
Ordinarily the urethra thus formed will permit the 
passage of a No. 22 (French) sound. The denuded 
ventrum is then covered by scrotal skin (Figures 11, 
12). By this principle a generous urethra can be 
formed. 


RX RAL AL San t—. 

Figure 8.—The skin is freed from the scrotum with scis- 
sors. The catheter should be placed at this time so that 
the urethra will not be accidentally injured. (From Smith 
and Blackfield, Surgery, 1952.) 


Figure 9.—Formation of the tube pedicle. A pressure 
dressing is applied with the penis in the dorsal position. 
The dressing and catheter are removed in 8 days. (From 
Smith and Blackfield, Surgery, 1952.) 
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The complete operation done in this fashion has 
been carried out on 26 boys, while an additional 
four have had the first stage only. Healing occurred 
without fistula in 22 cases (85 per cent). Most of 
these operations were performed by the resident 
staff, an indication that the success of this procedure 
does not depend upon the skill of one surgeon with 


Figure 10.—Second stage. A U-shaped incision is made. 
The width of this flap should equal two-fifths to one-half 
the circumference of the penis, thus furnishing a urethra 
of wide caliber. A small catheter is placed in the bladder. 
The urethra is formed with Lembert sutures of No. 0000 
ureteral gut on atraumatic needles. Care is taken to invert 
the edges. The urethra in the region of the abnormal 
meatus should be further reinforced with a second suture 
layer, for fistula sometimes develops there. (From Smith 
and Blackfield, Surgery, 1952.) 


Figure 11.—Distal end of tube divided. A cleavage plane 
is formed down its core from the penile end and the tube 
is opened. If the meatus is on the penile shaft, the proxi- 
mal penile skin is incised in the midline and this incision 
is extended into the tube. (From Smith and Blackfield, 
Surgery, 1952.) 
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surmised that other surgeons operated in only a 
minority of the 50 cases, there is a suggestion of 
rather high incidence of fistula. Byars, who widely 
approximates the lateral skin edges over a com- 
pletely formed urethra, reported development of fis- 
tula in 23 per cent of the patients operated upon. 
Should a lesser incidence of fistula be expected fol- 
lowing the Duplay repair? Marion’s experience sug- 
gests that a significant number of fistulae are to be 
expected. It is to be hoped that in the near future 
others will publish the results obtained by this 
method with particular reference to the incidence of 
fistulae, an appraisal of the straightness of the penis 
upon erection, and the caliber of the urethra. Until 
then, judgment should be reserved. 
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Figure 4.—Elongation of ventrum has been obtained. It 
may be necessary to free the distal urethra and shift it 


posteriorly to complete the correction of the chordee. 
(From Smith and Blackfield, J. Urol., 1948.) 





Figure 5.—A, Area of ventrum thus increased requires 
more skin for cover. This is obtained by separating double 
fold of foreskin, thereby converting it into single layer. 
This redundant flap is split down midline 2 to 3 cm. so 
that a and b meet at frenum without constricting shaft, 
yet affording an adequate and loose cover for ventrum. 
If more is needed here, the dorsal slit is further deepened. 
B, Adjacent skin edges sutured. (From Smith and Black- 
field, J. Urol., 1948.) 
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D. The operation described by Ombrédanne still 
has its adherents!” **: 27 although it does not seem 
to be based on sound principles or to have satisfac- 
tory final result. Fistula develops in a significant 
number of cases. 


THE BLAIR-WEHRBEIN-DUPLAY OPERATION 


The author has carried out or supervised the re- 
pair of hypospadiac deformities in 44 boys by the 
principle of urethroplasty from ventral penile skin 
with scrotal skin as a cover. Eighteen of the patients 
were treated by a previously described’ modifica- 
tion of the Blair procedure. Then in 1947 the author 
changed to a technique which seemed simpler than 
the Blair procedure and which was carried out in 
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Figure 6.—Ventrolateral skin closed; dorsal flaps A and 
B are now on ventrum. Note relative posterior displace- 
ment of meatus due to elongation of corpora. (From 


Smith and Blackfield, J. Urol., 1948.) 





Figure 7.—Formation of scrotal tube pedicle. The width 
of the flap is equal to at least one-half the circumference 
of the penis and should be marked out without any trac- 
tion placed on the scrotum. A tube of too small diameter 
is worthless. The proximal ends of the incisions should 
extend to the level of the meatus if it is at the peno- 
scrotal junction. If the meatus is on the shaft, the tube 
should terminate at the penoscrotal junction. Its length 
should slightly exceed the length of the penis. (From 
Smith and Blackfield, Surgery, 1952.) 
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two stages rather than in three. In this operation the 
first stage is as described by Blair (Figures 1-6) 
but in conjunction with it a tube pedicle, as sug- 
gested by Wehrbein, is made from the skin of the 
scrotum (Figures 7-9). The first stage is carried out 
preferably when the child is 18 months old. 


When the patient is four years old (or six months 
after the first stage if he is older) the final operation 
is done. A wide flap, equal to about two fifths to one- 
half of the circumference of the penis, is outlined 
and the urethroplasty is completed (Figure 10). 
Ordinarily the urethra thus formed will permit the 
passage of a No. 22 (French) sound. The denuded 
ventrum is then covered by scrotal skin (Figures 11, 
12). By this principle a generous urethra can be 
formed. 
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Figure 8.—The skin is freed from the scrotum with scis- 
sors. The catheter should be placed at this time so that 
the urethra will not be accidentally injured. (From Smith 
and Blackfield, Surgery, 1952.) 





Figure 9.—Formation of the tube pedicle. A pressure 
dressing is applied with the penis in the dorsal position. 
The dressing and catheter are removed in 8 days. (From 
Smith and Blackfield, Surgery, 1952.) 
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The complete operation done in this fashion has 
been carried out on 26 boys, while am additional 
four have had the first stage only. Healing occurred 
without fistula in 22 cases (85 per cent). Mo8&t of 
these operations were performed by the resident 
staff, an indication that the success of this procedure 
does not depend upon the skill of one surgeon with 





Figure 10.—Second stage. A U-shaped incision is made. 
The width of this flap should equal two-fifths to one-half 
the circumference of the penis, thus furnishing a urethra 
of wide caliber. A small catheter is placed in the bladder. 
The urethra is formed with Lembert sutures of No. 0000 
ureteral gut on atraumatic needles. Care is taken to invert 
the edges. The urethra in the region of the abnormal 
meatus should be further reinforced with a second suture 
layer, for fistula sometimes develops there. (From Smith 


and Blackfield, Surgery, 1952.) 





Figure 11.—Distal end of tube divided. A cleavage plane 
is formed down its core from the penile end and the tube 
is opened. If the meatus is on the penile shaft, the proxi- 
mal penile skin is incised in the midline and this incision 
is extended into the tube. (From Smith and Blackfield, 
Surgery, 1952.) 
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Figure 12.—Flap is hinged at penoscrotal junction, placed 
on ventrum and sutured to lateral and distal skin edges. 
There is no juxtaposition of urethral suture line and that 
of covering skin. Pressure dressing is applied with penis 
in dorsal position. Catheter and dressing are removed 
8 days later. (From Smith and Blackfield, Surgery, 1952.) 


extremely specialized experience, but must be attrib- 
uted to its simplicity and to the soundness of the 
principles employed. 

384 Post Street. 
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Congenital Heart Disease in Cyanotic Children 


As A RESULT of newspaper publicity during recent 
years almost every mother knows something about 
“blue babies.” As it is not difficult to detect cyanosis 
even when confined to the lips and fingers, a child 
may be taken to a physician because of this symp- 
tom alone. In some cases the child is cyanotic from 
birth; in others after a few months of normal life, 
cyanosis begins to appear on crying. ‘The cyanosis 
is deep and constant in some cases, while in others 
it appears only after exertion. 

If it is reported that the child’ squats after un- 
usual exertion, tetralogy of Fallot should be sus- 
pected. On the other hand, if cyanosis is relatively 
mild but the child is greatly incapacitated, pulmo- 
nary stenosis with intact interventricular septum— 
so-called pure or isolated pulmonary stenosis—may 
be present. 

A general physical examination of weight, height, 
nutrition and disposition gives an immediate im- 
pression of the severity of the disease, but attention 
should be directed primarily to the heart sounds. 
Usually in a patient with tetralogy of Fallot or pure 
pulmonary stenosis or tricuspid atresia, a rather 
brisk, short, rasping systolic murmur may be heard 
over the precordium and to the left of the sternum at 
the second or third interspace. If the murmur is 
heard in diastole it is not typical of those conditions 
and probably indicates a diagnosis beyond the abil- 
ity of most general practitioners. If no murmur can 
be heard and the cyanosis is deep the child very 
likely has atresia, not stenosis of the pulmonary ar- 
tery, and is surely a poor operative risk. 

The number of erythrocytes in the blood of cya- 
notic children varies from 5 to 11 million per cubic 
millimeter and the hemoglobin content is corre- 
spondingly high. 

Roentgen examination and electrocardiographic 
studies are most important: 

1. A child with tetralogy of Fallot usually has a 
boot-shaped heart because of a concavity at the base 
of the heart on the left in the region of the pulmo- 
nary segment, but the heart may be normal in shape, 
especially if the symptoms are mild. Rarely in this 
disease is the heart much enlarged. If it is, some 
complicating condition or another cardiac anomaly 
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¢ Cyanosis is often the only apparent symptom 
of congenital heart disease for which a child is 
brought to a physician. Some of the more com- 
mon anomalies can be diagnosed from this and 
other symptoms by a general practitioner. 
Squatting after exertion is a sign of tetralogy of 
Fallot; severe disability with relatively mild 
cyanosis may indicate pure pulmonary stenosis. 
A brisk, short, rasping systolic murmur is char- 
acteristic of these conditions and of tricuspid 
atresia. 

Tetralogy of Fallot is further symptomatized 
by a boot-shaped heart, not greatly enlarged, 
and right axis deviation on electrocardiograms. 
Typically the lung fields are clear. The author's 
treatment of choice is aortic-pulmonary or sub- 
clavian-pulmonary anastomosis as indicated, 
preferably done after the child is three years 
old if the condition is not so severe’as fo re- 
quire earlier operation. 

Pure pulmonary stenosis, which in some cases 
cannot be distinguished from tetralogy of Fal- 
lot except by cardiac catheterization and. 
angiocardiography, may in more typical cases 
be diagnosed by convexity rather than con- 
cavity in the pulmonary segment and by differ- 
ences in electrocardiograms. An expanding val- 
vulotome is used to open the stenosed pulmo- 
nary valve, which is then dilated. 

A systolic murmur, a round heart and left 
axis deviation are usually found in tricuspid 
atresia. Shunt operations performed for relief 
of this condition may lead to later heart failure 
because of the devious rerouting of blood 
through the heart. 

The operations here outlined and others are 
statistically evaluated. 





may be present, and shunt operation should be 
avoided if possible because children with enlarge- 
ment of the heart do not tolerate this operation well. 
Typically in tetralogy of Fallot an electrocardiogram 
shows deviation of the axis to the right, manifesting 
right heart strain, while the lung fields appear clear 
on fluoroscopy as well as in x-ray films. 

2. Pure pulmonary stenosis is symptomatically 
similar to tetralogy of Fallot althought the patho- 





logic changes and the treatment are quite different. 
The child is usually more incapacitated than would 
be expected from the degree of cyanosis. The patho- 
logic change is practically limited to the valve of 
the pulmonary artery, where the cusps are partially 
fused and thereby form a barrier to the flow of 
blood. In tetralogy of Fallot there is a septal defect 
which allows escape of blood to the left ventricle, 
but in patients with pure pulmonary stenosis the 
septum is intact and the only escape for the blood 
dammed by the stenotic pulmonary valve is through 
a patent foramen ovale. Consequently x-ray films of 
the heart usually show enlargement with convexity 
in the region of the pulmonary segment. The electro- 
cardiogram indicates marked right heart strain and 
a high P wave in lead II. As in tetralogy of Fallot, 
the lung fields usually are clear. 


3. Tricuspid atresia is not very common. The his- 
tory and general symptoms mimic those of the tet- 
ralogy of Fallot. Because the tricuspid valve is oc- 
cluded, blood returning from the body must go from 
the right auricle through a patent foramen ovale to 
the left auricle and thence to the left ventricle. From 
there some of the blood is pumped into the aorta 
and some of it goes through a ventricular septal de- 
fect into the pulmonary artery. It is obvious why 
children with this disease are greatly incapacitated 
and are usually brought to the physician during 
infancy. The heart is round and the right ventricle 
diminutive, not hypertrophic as in tetralogy of Fal- 
lat; consequently the electrocardiogram indicates 
left heart strain. A cyanotic infant with a systolic 
murmur, a round heart, clear lung fields and devia- 
tion of the axis to the left probably -has tricuspid 
atresia. 


The above are the cardinal points in the diagnosis 
of the more common types of cyanotic heart disease 
which are amenable to opération. Space does not 
permit discussion of transposition of the great ves- 
sels, persistent truncus arteriosus and a number of 
less common anomalies seen in infants and to date 
not successfully treated surgically. Detailed infor- 
mation on diagnosis is available in Dr. Helen Taus- 
sig’s “Congenital Malformations of the Heart.” 


When should cardiac catheterization be done and 
when should angiocardiograms be made? Only when 
a definitive diagnosis cannot be made without them. 
The typical case of tetralogy of Fallot or tricuspid 
atresia requires neither study. Differentiation of 
somewhat atypical tetralogy of Fallot from pure 
pulmonary stenosis usually requires both, and even 
with this aid a positive diagnosis cannot always be 
made. Differentiation of transposition of the great 
vessels from tetralogy of Fallot likewise occasion- 
ally demands these methods. Both procedures are 
valuable but not by any means conclusive. Nothing 
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take the place of the clinical acumen of a well trained 
cardiologist. It must be remembered that angio- 
cardiograms show only fleeting shadows, not always 
true images. Furthermore, angiocardiography is not 
without danger. 

Surgical relief of cyanosis due to congenital heart 
disease was brilliantly introduced by Blalock and is 
now accepted. At present surgical procedures are 
used in three diseases to increase the flow of blood 
to the lungs. 

In tetralogy of Fallot, if the general condition of 
the child is such that it can thrive and not be in 
danger of cerebral accidents it is advisable not to 
operate before the child is about three years old, as 
later discussion of mortality rates will explain. How- 
ever, if it is obvious that the child cannot live with- 
out relief, the operation should be done regardless 
of age, and should be done regardless of the child’s 
condition if it can be demonstrated that the cause 
is diminished flow of blood to the lungs. 

The operator will probably use the surgical tech- 
nique with which he is most familiar. The author 
opens the chest through the left fourth interspace in 
all cases except for infants below one year of age 
whose aortic arch is on the right. If the child has a 
left aortic arch an aortic-pulmonary anastomosis is 
done. If the arch curves to the right, the innominate 
artery being on the left, a subclavian-pulmonary an- 
astomosis is done. In infants below one year of age 
the subclavian artery is too small for a suitable 
anastomosis and therefore—if the arch curves to the 
right—aortic-pulmonary anastomosis is done on the 
right side. An aortic-pulmonary anastomosis on the 
left side is technically simple, whereas on the right 
side it is difficult because the pulmonary artery is 
short and runs at almost a right angle with the aorta. 

Brock of England has advised a transventricular 
approach to the stenosis and with a rongeur forceps 
blindly nips out bits of tissue in the obstructing in- 
fundibular region. Theoretically it is logical to 
attack the stenosis, the most significant pathological 
condition. Practically it is very difficult to know 
what one is doing when blindly and hastily cutting 
tissue out of the inside of the heart. The far greater 
mortality accompanying intracardiac surgery as 
compared with one of the shunt operations makes 
the latter procedures very emphatically preferable. 
When it will become possible by means of artificial 
heart and lungs safely to deflect the flow of blood 
from the heart, then intracardiac surgery for the 
treatment of tetralogy of Fallot will undoubtedly be 
the procedure of choice. 

Tricuspid atresia to date is best treated by one 
of the shunt operations. However, the results are ‘not 
highly satisfactory because of the devious route the 
blood is forced to take through the heart. Cyanosis 
and other symptoms are relieved but the added 
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TABLE 1.—Mortality Following Operation for Congenital Heart 
Disease (aortic-pulmonary or subclavién-pulmonary anastomosis) 
TETRALOGY OF FALLOT 
Age at Operation Number Deaths Percentage 
2 weeks to 3 years 20 16.0 
3 to 16 years 4 25 


24 8,0 
PURE PULMONARY STENOSIS 
23 days to 11 years 19 1 5.3 
TRICUSPID ATRESIA 


11* days to 3 years 50.0 


6 
3 to 11 years 0 0.0 
6 


35.0 
EXPLORATORY OPERATIONS 
25 11 44.0 


* Five of the six deaths were in infants below six months of age. 


strain on the heart may cause heart failure. Some 
surgeons have attempted to improve the flow. of 
blood by enlarging the foramen ovale at the time 
the shunt operation is done. The added risk of this 
procedure offsets the possible postoperative improve- 
ment. 

Pure pulmonary stenosis is treated successfully 
surgically only by the method advised by Sellors and 
Brock of England. An expanding valvulotome (de- 
vised by the author) is thrust through the right ven- 
tricle and guided through the stenotic pulmonary 
valve. Immediately there is marked improvement of 
. the patient’s condition. The valvulotome is then 
withdrawn and a dilator introduced to open the 
valve to the diameter of the pulmonary artery. 


A shunt operation is definitely contraindicated in 
pure pulmonary stenosis because of the added load 
placed upon the heart. For example, tetralogy of Fal- 
lot was diagnosed in an 18-month-old child and an 
aortic-pulmonary anastomosis was done. A year later 
the child’s heart was enormous. The error in diagno- 
sis was recognized. A second operation was done in 
which the aortic-pulmonary anastomosis was taken 
down and the stenotic valve incised by introducing 
the valvulotome through the wall of the main pulmo- 
nary artery and directing it throught the stenotic 
valve. The child made an uneventful recovery and 
the heart has decreased in size. 

As to transposition of the great vessels, the mor- 
tality is so high and the results are so poor that any 
operation devised to date hardly seems worthwhile. 
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Much thought has been given this problem but no 
answer has been found, primarily because the coro- 
nary arteries arise from the pulmonary artery and 
even if the vessels could be reversed the coronary 
arteries cannot be moved to the aorta. 

Because of various methods of grouping cases it 
is impossible to compare one set of mortality statis- 
tics with another. It has been the author’s policy to 
divide the patients into two groups—those in the 
first three years of life and those above three years 
(Table 1). A few significant facts at once present 
themselves. The outlook for patients with tetralogy 
of Fallot operated upon after three years of age is 
good, with a mortality of-only 2.5 per cent, whereas 
the mortality in children below three years of age is 
16 per cent. Obviously operation should be post- 
poned until the patient is more than three years old 
unless the disease is so severe as to outweigh the 
factor of higher mortality in younger children. 

In previous reports on mortality, cases of tricuspid 
atresia were included in the group of tetralogy of 
Fallot. In this presentation they are considered sep- 
arately and the operative mortality is 35 per cent. 

If, for some reason such as absence or small di- 
ameter of the pulmonary artery, no blood can be 
shunted to the lungs, the exploratory procedure is 
followed by a very high mortality, 44 per cent. 

Although a number of the patients with pure pul- 
monary stenosis were critically ill and seemed on 
the verge of heart failure, the mortality has not been 
high. In no other congenital heart disease are the 
results more spectacular. 

Results following operation in general have been 
good. In answer to the question, not infrequently 
put, “Is the effort worth while?” the answer is defi- 
nitely, yes. Not all patients do well; some have ex- 
tensive postoperative enlargement of the heart and 
some die, but the large majority are tremendously 
improved, They can go to school, ride bicycles, and 
run and play with other children. To be sure, the 
heart muscle has been subjected to an added strain 
by the fashioning of an artificial ductus, but it seems 
to stand the strain very well. Life expectancy is far 
from normal, because the basic dysfunction has not 
been corrected and, what is more, a burden has been 
added; but follow-up studies on children who were 
operated upon in 1946 and 1947 suggest that cardiac 
enlargement is not progressive. 

707 Fullerton Avenue. 





Delayed Films in Bronchography 


A Preliminary Report 


HERBERT L. ABRAMS, M.D., GERHARD HENCKY, M.D., and 
HENRY S. KAPLAN, M.D., San Francisco 


A 68-YEAR-OLD MAN, with a history of cough and 
expectoration, came to the Department of Radiology 
for bronchography in the fall of 1948. The techni- 
cian did a poor job on the first films, so they were 
retaken 45 minutes later. Although the patient had 
coughed up some of the oil and driven some into the 
alveoli, normal bronchial branches were now dem- 
onstrated in the lingula, which before had not been 
filled. Thereafter, delayed films were tried on many 
patients. 


Method 


After postural drainage and local anesthesia, a 
flexible rubber catheter was passed into one or the 
other main bronchus and iodized oil injected, the 
patient being turned so that it ran into the lung in 
question. If injection of the other lung was also 
desired, it was done at a second visit. Prone or 
supine spot films were obtained, and then films were 
exposed with the patient sitting or standing. There- 
after, he was permitted to cough and talk. Thirty to 
60 minutes later films were again exposed in the 
same position and projection as the first films. 
Analysis 

In each case, and separately for each lobe filled, 
the delayed film was compared with the immediate 
film and the results tabulated as: bronchi better dem- 
onstrated, bronchi less well demonstrated, bronchi- 
ectasis better demonstrated, oil in the alveoli, etc. 
To be recorded as satisfactorily filled, all segmental 
branches had to be traceable out to the periphery. 


Results 


The most satisfactory interval between immediate 
and delayed films was 30 minutes. The delayed films 
proved to be of value in one-third of the examina- 
tions. In some cases bronchiectasis not demonstrable 
on the immediate films was definitely diagnosed on 
the delayed films. In other cases a significantly bet- 
ter demonstration of branch bronchi in the delayed 
films permitted definite exclusion of bronchiectasis. 
Among cases in which the delayed films were re- 
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¢ In bronchography, the oil often does not fill 
all bronchial branches. Films taken 30 to 60 
minutes later frequently complete the opacifi- 
cation of bronchi in lingula, middle lobe and 
lower lobes. Such delayed films may demon- 
strate bronchiectasis not shown initially, or 
may exclude bronchiectasis suspected on the 
first films. 


corded as of no value (two-thirds of the examina- 
tions) were many in which the filling was entirely 
satisfactory on the immediate films. Delayed films 
were taken in those cases for the purpose of the 
investigation. In about half of them the lower lobe 
and middle lobe or lingula were still well filled at 30 
minutes, but in very few was the original good filling 
of the upper lobes maintained. There was one case, 
however, in which the delayed film established the 
diagnosis of bronchiectasis in the right upper lobe. 

The delayed films were most often of value when 
the disease was in the middle lobe. Figure 1 illus- 
trates such a case. The patient, a 68-year-old woman, 
had been in the hospital many times since 1942 with 
productive cough, usually diagnosed as owing to 
bronchitis. She had many bouts of malaise and fa- 
tigue, usually accompanying upper respiratory tract 
infections. Results of physical examination were 
within normal limits in 1950 when bronchograms 
were made. Early filling was good except for the 
middle lobe. The delayed film showed marked saccu- 
lar bronchiectasis there, with partial atelectasis. The 
middle lobe was resected and the diagnosis con- 
firmed. 

Success of delayed films in excluding disease is 
illustrated in Figure 2. A 46-year-old woman had 
coughed for many years, raising thick yellow spu- 
tum, occasionally blood-tinged. She complained of 
dull aching in the chest. No abnormalities were ob- 
served in a physical examination. Bronchography 
showed excellent filling of all branches in the right 
lung, except the posterior basal. The proximal por- 
tions of these, where they were filled, appeared irreg- 
ular, and bronchiectasis was suspected. The delayed 
films showed normal tapering of these posterior 


CALIFORNIA MEDICINE 





branches and showed the suspicion to have been 
unwarranted. 

Figure 3 demonstrates the improvement of filling 
to give a definite diagnosis. A 52-year-old man had 
cough that had gradually increased for five years. 
A cup or two of purulent sputum was raised daily. 
In the initial bronchogram there was some apparent 
pooling. The delayed films showed clearly the sever- 
ity and extent of the bronchiectasis in the left lower 


lobe. 


These preliminary studies show that delayed films 
may be of great value in some cases. Their primary 
purpose should not be to compensate for lack of 
care in the original examination. Every effort should 
be made to get complete filling of all lobes and seg- 
ments (of the chosen side). Postural drainage be- 
forehand, adequate anesthesia, the use of limited 
quantities of oil, care as to position and fluoroscopic 


control of the injection—all are essential in the tech- 
nique of bronchography. There are cases, however, 


Figure 1.—Right middle lobe. Bronchiectasis established by delayed films. a, Left anterior oblique, original. b, Left 
anterior oblique, delayed. c, Right lateral, original. d, Right lateral, delayed. On the original films, the right middle 
lobe branches did not fill. The delayed films demonstrated marked bronchiectasis with partial collapse as evidenced 
by the clumping of the branches. The findings were confirmed at operation. 


VOL. 78, NO. 2 + FEBRUARY 1953 


105 





Figure 2.—Right lower lobe. Bronchiectasis excluded by 
delayed films. Upper, right lateral, original. Lower, right 
lateral, delayed. Some of the posterior basal segments did 
not fill in the original studies. The irregularity of outline 
of the proximal portions of these bronchi was considered 
suggestive of bronchiectasis. Delayed films showed nor- 
mally tapering posterior basal branches. 


in which the greatest care still gives only incomplete 
filling. Spasm of major bronchi and the presence of 
viscid secretions in them are probably the most fre- 
quent reasons for this. It is in such cases that taking 
delayed films may spare the patient a repetition of 
the oil injection. The patient’s talking and coughing 
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Figure 3.—Left lower lobe. Bronchiectasis established 
by delayed films. Upper, left lateral original. Lower, left 
lateral, delayed. Bronchiectasis was only suggested by 
pooling of Lipiodol® in the original studies. Delayed 
films demonstrated extensive bronchiectatic change. 


in the interval may remove some oil and drive some 
into the alveoli, but the delayed film may still be 
useful. There is no reason to make delayed films 
when the first ones show complete filling of all 
branches under study. 

1420 Jefferson Street. 
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Industrial Accidents 


Some Medical Problems of the Industrial Accident Commission 


EacH YEAR more than 500,000 industrial injuries 
are reported by California physicians. More than 
145,000 of the injuries are disabling. The Indus- 
trial Accident Commission usually plays only a pas- 
sive part so far as minor injuries are concerned but 
it comes actively into the picture in dealing with 
serious injuries and those in which controversy 
arises. 

There are few physicians who do not do at least 
some industrial work. It is the purpose of this pre- 


sentation to point out some of the commission’s med-. 


ical problems which arise in the handling of these 
cases. 

In most cases the commission is dependent on the 
permanent disability reports sent in by industrial 
physicians. The prompt and equitable handling of 
injury cases depends largely on the adequacy of 
these reports. 

Many physicians send in excellent reports. Some 
of the reports, however, while excellent from a clin- 
ical standpoint, are inadequate for the commission’s 
purposes. 


Probably the most common difficulty is owing to 
the fact that different physicians use entirely differ- 
ent methods of measuring and reporting disability. 
While each of these methods no doubt has its advan- 
tages, the lack of a common yardstick of measure- 
ment makes uniformity of rating very difficult. 

Several years ago the California Medical Associa- 
tion sponsored a committee which was set up to 
solve this problem. The committee, headed by Dr. 
Packard Thurber, did an excellent piece of work in 
working out a standard method of measurement and 
nomenclature. While it is impossible to devise a 
method that will suit everyone, the committee’s work 
was carried out by experienced industrial physicians 
and it is doubtful that a better basis for standardiza- 
tion could have been obtained. The committee’s 
method has been accepted as standard by the Indus- 
trial Accident Commission. 


A number of meetings have been held for the 
purpose of -familiarizing physicians and insurance 
personnel with details of the standard method. Fur- 
ther meetings are being arranged and any medical or 
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¢ The Industrial Accident Commission is depen- 
dent on reports of physicians for the prompt 
and equitable handling of industrial injury 
cases. 


Sometimes medical reports are inadequate 
for commission purposes. Among the more fre- 
quent inadequacies are: (1) Failure to use the 
commission's standard method of measuring 
and recording disability. (2) Inadequate de- 
scription and evaluation of subjective com- 
plaints. (3) Failure to give estimate of normal, 
in the case of bilateral extremity injuries. 


Physicians can help the injured person, the 
employer and the Industrial Accident Commis- 
sion by considering report requirements. 


insurance group wishing to arrange for one of these 
meetings is invited to correspond with the com- 
mission. 

The committee’s method is described in a book 
entitled “Evaluation of Industrial Disability,” which 
is on sale at book stores. While attendance at one of 
the meetings should be helpful, the book covers the 
subject quite well. 

Use of the standard method of measuring and 
reporting will result in a much easier handling of 
cases with benefit to everyone concerned. Most of the 
insurance carriers have been quite enthusiastic. 

Another frequent source of controversy and delay 
in handling injury cases is the inadequate handling 
of the subjective complaint problem. As subjective 
complaints must be considered from the standpoint 
of compensation if they limit the patient’s ability to 
work, not only should they be described in detail, 
but the reporting physician should give his opinion 
of the validity of each complaint. 

The rating of disability in cases of injury to an 
extremity is usually based on a comparison of the 
injured and uninjured sides. This should be ex- 
pressed in terms of a fraction giving measurement 
of the injured over the uninjured. In case of bilat- 


* eral disability the comparison is of course valueless 


and in such circumstances the examiner must esti- 
mate the normal. Failure to do this results in a delay 
in settlement. 
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The commission desires a very exact and detailed 
report of the disability. There is less interest in the 
patient’s general physical condition, unless it has a 
bearing on the disability. The “Rules of Practice and 
Procedure” of the Industrial Accident Commission 
specify that medical reports should mclude the fol- 
lowing: (a) History of injury. (b) The patient’s 
complaints. (c) Source of all facts set forth in the 
history and complaints. (d) Findings on examina- 
tion. (e) Opinion as to extent of disability and 
working ability. (f) Cause of disability. (g) Medical 
treatment indicated. (h) Likelihood of permanent 
disability. (i) If permanent disability exists, whether 
it is ready for rating and detailed factors on which 
a rati:.g should be based. (j) The reasons for 
opinions. 

Other than the foregoing, the commission has no 
exact requirements. The following outline based on 
the report form used in the commission’s medical 
bureau, and sample forms indicating the routine 
measurements that are expected in an examination 
made for rating purposes, may be helpful as a guide. 


REPORT OF EXAMINATION 
(OUTLINE) 


. Part oF Bopy ExAminep (as, right major upper ex- 

tremity) . 

. Inyury: A brief description of the original mjury, opera- 
tions, complications, etc. 
. SuBJECTIVE COMPLAINTS: 

1. Description of subjective complaints. Each should be 
described in such a way that the commission will 
have a mental picture of how and how much, each 
complaint affects the patient’s ability to work. 


. Evaluation of subjective complaints. The examiner 
should give his opinion of the validity of each sub- 
jective complaint. 

3. A statement that there are no other subjective com- 
plaints. 


. THE Examination (objective findings). The technique 
for examining is best obtained from the book, “Evalua- 
tion of Industrial Disability.” 


An exact detailed description of the disability should 
be given, including the following conditions: 


1. The exact level of bony amputation; condition of 
stump; tenderness, etc. 


2. Evidence of bony or fibrous union in fracture cases. 
Alignment, shortening, unstable joints, etc. 


. Description of scars, deformities, etc. 
. Need of prosthetic appliances. 
. Muscle spasm. Muscle weakness. 
. Vascular or sensory changes. 
. Points of tenderness. 
. Routine measurements (see sample forms herewith). 


. SpecIAL Reports: Reports of x-ray and laboratory ex- 
aminations on which an opinion is based should be 
quoted verbatim or the actual report attached. 


. Discussion AND Optnion: The following is an outline 
of the questions which should usually be answered. 
While some of these may seem superfluous, experience 


has shown that in most cases, they will eventually have 
to be answered by someone. Complete information given 
in the report will obviate reexaminations and supple- 
mentary reports. 
1. Is there disability as result of injury? 
2. If so, is it: 
(a) Temporary total? 
(b)* Temporary partial? (If so, give ability to work.) 
(c) Permanent and stationary for rating purposes? 


. If permanent and stationary for rating, describe: 
(a) Factors of disability resulting from the injury. 
(b) Factors of disability, to which you believe, the 
injury was an aggravating or contributing cause. 
(c) Controversial factors, if any, which you believe 
preexisted, and are unrelated to, and not aggra- 
vated by the injury. 
. Is any further treatment necessary to cure or relieve 
the effects of the injury? If so, describe. 


SAMPLE ForMs FOR RECORDING ROUTINE 
MEASUREMENTS 


UPPER EXTREMITY 
Shoulder atrophy 


Circumferences (inches) 


Dynamometer tests* (state major 
and minor) 


(Inj./uninj.) 


Motions of shoulder 4 S. 
Rs ts ae 
sh lain a 


Spot Cases 


eisai cos cictinn 


dics cet ai 


Motions of elbow 


BE ed ela aeciciat 


Pao ees. Sue Ses 


Motions of forearm 


pioppeey oe 


Motions of wrist spa Sic i ta 


wehbe Pace 


pecaalaath eS 


Retail fico tonto 


Motions of cervical spine: 
Ext. —_____% limited Flex. 
Rt. lat. ____-% limited Left lat. 
Rt. rot. ______% limited Left rot. 


Motions of dorsal and lumbar spine: 
Forward bending: 
inches 


Finger tips miss floor (standing) 
Finger tips miss toes (sitting) PRN Me 
—_____% limited 


Rt. lat. ______% limited Left lat. 
Rt. rot. ______% limited Left rot. ———% limited 


*Dynamometer readings of injured and uninjured sides are ex- 
pected in upper extremity examinations. If there is bilateral disability 
or if for any reason the examiner believes the dynamometer readings 
do not oye the actual loss, he should explain and in addition 
estimate the actual loss. If readings from more than one type of 
Sayneaaee are given, state the reading which you believe is most 
valid. 


—___% limited 
____% limited 
% limited 
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LOWER EXTREMITY Motions of hip 


Length of lower extremity: i ed he a 


2 ee 


siete se 


Um.—Int. mal. eae hae 
Att. 55—int: mal 2... 7. = inches entail 
Cire: Crane Sn Saas i inches nel men 
Cine. Clower Wighy ioe se inches —/—— 
Cites Waee: tind. Dato bas 5 ooo inches Motions of knee : es 
ee ol — 


SL, mod., severe. 
CHB ORION io Sched tices es inches 


edna aid tea 


Motions of ankle EPCS s See oes 
Record: / 
Patellar reflexes % es 
Achilles reflexes % limite 


Sciatic and post-tib. tenderness Motions of foot (mid. tar.) ............... % limited 


Hypesthesia, etc. Motions of toes Ext. 
Color and temperature Flex. 


fe 


a ca Meg SS 


Note: Circumferences in inches. Motion in degrees of active motion. In bilateral disability give estimated normal. Re- 
cord in form of fraction, inj./uninj., as Abd., 50/60. 


MOTIONS OF HAND 
(Use of hand block optional) 


Prox. Joint Middle Joint Joint Distal 


at ha eae Am 
Add. Tip of thumb misses base of little 
finger. ile 





—Tip of finger misses palm————. 
Prox. Mid. Distal 




















In bilateral disability always give estimated normal. Record circumferences in inches and motion in degrees of ACTIVE 
motion. Record findings in form of fraction, inj./uninj., as Abd. 165/180. 
965 Mission Street. 
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Origin and Treatment of Malignant Melanoma 


SIXTY-FIVE PER CENT of all malignant melanomas 
arise from moles which may have been present 
since birth.** As indicated by over-all salvage of 9.7 
per cent of 595 patients followed for five years,”* 
current methods of treatment are beset with short- 
comings. 

This presentation is illustrated by the clinical 
and pathologic features of 57 cases of malignant 
melanoma* observed between 1946 and 1951, of 
which 31 occurred in males and 26 in females. Table 
1 illustrates the distribution of the cases by sex and 
age. Table 2 indicates the anatomic distribution of 
these 57 lesions, and emphasizes the frequency of 
occurrence in the lower extremities (21 cases), head 
and neck (17 cases), and trunk (13 cases). No area 
is exempt (Figure 1). 


CLINICAL FEATURES 


In over half of the cases, malignant melanoma 
arose from a preexisting mole which underwent a 
gross change apparent to the patient. The most fre- 
quent changes observed were increase in pigmenta- 
tion and/or diameter, itching, eczematoid weeping, 
ulceration, bleeding, extension of satellite lesions 
into surrounding skin, and recurrence of the mole 
after the trauma of ineffective surgical treatment. 





TABLE 1.—Age and Sex of 57 Patients with Malignant Melanomas 


Decade Male Female Total 
0- 9 1 ehes 1 
10-19 Secs 2 2 
20-29 6 3 9 
30-39 2 4 6 
40-49 4 2 6 
50-59 9 3 12 
60-69 4 8 12 
70-79 3 4 7 
80-89 1 1 
90-99 1 1 
31 26 57 


Average age 50.7 years. Males—54.39%. Females—45.61%. 


Presented before the Section on General Surgery at the 81st Annual 
Session of the California Medical Association, Los Angeles, April 27- 
30, 1 

* The term malignant melanoma, as used in this presentation, is 
synonymous with melanosarcoma, melanocarcinoma, nevocarcinoma, 
nevosarcoma and melanoepithelioma. The term nevus refers to a be- 
nign dermatologic lesion in which there are definite meval cells infil- 
trating the corium in solid masses and cords. It is suggested that the 
term melanoma, as used in some institutions to designate a benign 
pigmented nevus, is confusing inasmuch as other observers consider 
the term to be synonymous with malignant melanoma. 
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¢ Studies in man and other animals indicate 
that tendency to development of malignant 
melanoma may be congenital. Dark-skinned races 
have a lower incidence than light-skinned races. 

Sixty-five per cent of all malignant melano- 
mas arise from possibly congenital moles; in 
over half of the 57 cases included in this study 
the patient observed gross change in the pre- 
current lesion. Trauma, even a single blow, is 
often the cause of malignant change. Excision 
of all pigmented. moles subject to trauma is 
urged as a means of reducing the incidence of 
this highly malignant lesion. 

Biopsy of suspected lesions, followed by ex- 
cision of a wide area and adjoining lymph 
nodes if indicated, is the only adequate treat- 
ment. The removal of hirsute moles for cosmetic 
reasons is discussed. 


Trauma is a common cause of malignant change. 
In one instance a blow on the calf with a tennis 
racket apparently was sufficient to cause a mole 
(which had been present for at least forty years) to 
undergo malignant change with explosive violence. 
Thirty days after this incident there were satellite 
lesions and a solitary (microscopic) inguinal node 
metastasis. 

Malignant melanomas metastasize widely—often 
to organs spared by cutaneous epithelial neoplasms. 





Figure 1—Anatomic distribution of 57 malignant mela- 
nomas. 
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Figure 2.—Left, satellite lesions present for four and a half years following excision of a pigmented lesion. At the 
time of admittance there were gross hepatic enlargement and melanuria. Center and right, one year later (six years 
after excision of primary tumor) there were widespread metastases to the back, axillae and neck. 


One patient with a primary neoplasm of the heel had 
melanotic invasions of the groin, skin, lymph nodes 
(generalized), stomach, liver, adrenal glands, kid- 
neys, pancreas, lungs, small intestine, bone, peri- 
cardium and heart. 

Recurrences develop in a great number of patients 
who survive five years. One patient had a primary 
lesion in 1914, recurrence in 1938 and generalized 
melanosis in 1947—a 35-year history of melanoma. 
According to Wilbur and Hartman,*" all patients 
with malignant melanoma of the eye die of general- 
ized metastases if no other cause of death super- 
venes. One of the author’s patients undergoing enu- 
cleation of the eye was well for over eight years and 
then died of widespread hepatic metastases. 

Resection of far-advanced lesions and of dissemi- 
nated lymph node involvement in certain instances 
may result in worthwhile salvage. Daland and 
Holmes’ reported on a patient with recurrent dif- 
fuse non-pigmented melanoma with inguinal node 
involvement who, after such resection, was well for 
six and a half years. A case observed by the author 
likewise illustrates this observation: 


Case 1: A white male aged 56 was admitted in January 
1950 with multiple egg-sized soft masses in the right groin. 
An inconspicuous pigmented lesion on the lateral surface of 
the big toe had been cauterized with an “electric needle” 
three and one-half years before. There was no pathologic 
diagnosis. A single node in the groin was removed and 
found to be infiltrated with melanin; the microscopic diag- 
nosis was malignant melanoma. Radical groin dissection was 
carried out with removal of 16 lymph nodes which were in- 
volved with malignancy. Twenty-seven months after opera- 





TABLE 2.—Site of Primary Lesion in 57 Cases of 
Malignant Melanoma 





Location Male Female Total 
Piedel andl neck. 26icc ce. 10 7 17 
WHMIS § 55 Neate cok 8 5 13 
Upper extremity 1 4 5 
Lower extremity ..... 10 : 11 21 
Unknown origin 1 1 

31 26 57 
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tion and almost six years after cautery of the primary tumor 
the patient was well and apparently free from disease. 

The possibility of fairly long survival even with- 
out operation is indicated by the following case: 

Case 2: A 61-year-old woman reported that five years 
previously a pigmented lesion had been excised after recent 
growth. Six months after this operation three satellite le- 
sions had appeared and grew slowly during the ensuing 
four and 4 half years (Figure 2). At the time of admission 
gross hepatic enlargement and melanuria* were observed. 
The situation was deemed hopeless and no treatment was 
instituted. One year later there were widespread metastases 
to the back, axillae and neck, but the patient appeared re- 
markably well. She died the next year, having lived a total 
of six years without any treatment after the original appear- 
ance of metastases. 

Other observers have reported the occurrence of 
malignant melanoma in the male urethra (5 cases) ,?5 
rectum (100 cases),° meninges (43 cases) and bil- 
iary tract (11 cases)" and suprarenal glands (1 
case) 18, 34 

The age of the patient is of great importance in 
malignant melanoma. One of the author’s patients 
was nine years old when a malignant melanoma was 
removed from the plantar surface of the right foot. 
He is now 14 and has no evidence of disease. The 
literature is replete with accounts of the successful 
results of treatment of this malignant neoplasm in 
prepubertal patients. The presence of metastases to 
regional lymph nodes does not preclude successful 
surgical treatment in children. A malignant mela- 
noma in a child aged eight®* was removed from the 
left shoulder in 1932, followed by radical neck and 
axillary dissection three years later for proved me- 
tastases. At the age of 20 this patient was well and 
had no evidence of disease. Pack** reported 15 cases 
of malignant melanoma occurring in prepubertal 
children with 100 per cent indefinite survival. 
Whereas most malignant tumors are accelerated, this 

* Melanuria may be detected by exposing the urine to air, where 
melanogen is oxidized to melanin. Kumer'® has reported the incidence 


as 28 per cent in cases of malignant melanoma. Melanuria occurs only 
in far-advanced cases and is an ominous prognostic sign. 


1 








lesion is paradoxically retarded by the hormonal 
pattern of infancy and childhood. This peculiar vari- 
ability must be attributed to a change in the endo- 
crine activity of the ovary, testis, and adrenal and 
pituitary glands at puberty. Likewise, the endocrine 
activity at pregnancy undoubtedly results in pig- 
mentation of the areola, the “mask of pregnancy,” 
and the linea nigra. Why, then, the generalized mela- 
notic pigment of the skin in the Addisonian state ?— 
unless through a reciprocal stimulation of the pitui- 
tary gland by retarded adrenal activity. 

These speculations by clinical investigators*®® have 
led to attempts at palliation through extirpation of 
the gonads but without success. Likewise, gonadec- 
tomy did not influence the action of the transplant- 
able mouse malignant melanoma of Harding-Passey. 


GENETIC FACTOR 


Experimental studies and clinical observations 
point to a definite relationship between hereditary 
factors and the occurrence of malignant melanoma 
in animals. To a less convincing degree, there is 
evidence that similar genetic factors may be opera- 
tive in humans. The possible relationship of cutane- 
ous to ocular malignant melanomas has been of in- 
terest and a subject of debate among clinicians. Ob- 
servations of certain hybrid fish indicate that the 
genetic basis for ocular melanoma in fish is com- 
pletely independent of the hereditary factors for 
integumentary melanoma.'* > Sheremetieva and 
Brunst** reported recently the discovery, among 
their Mexican axolotls (salamanders), of a male 
and a female with infiltrating melanotic tumors on 
the sides of their bodies. Among the offspring of 
these subjects in three successive generations were 
a large number of specimens with malignant mela- 
nomas.° 


Three cases of malignant melanoma of the skin in 
swine of the same breed and herd have been re- 
ported.® In each instance the tumor occurred in the 
skin of the right flank. The three swine (two males 
and one female) had a common sire. The testicles 
of the males were removed, but they achieved the 
same growth and general development as the others 
of the herd. The female, which was not spayed, be- 
came debilitated and emaciated and at autopsy was 
found to have widespread visceral metastases, while 
the males had involvement of regional lymph nodes 
only, suggesting a beneficial effect of castration upon 
the growth and spread of the tumor. 

The greatest incidence of malignant melanomas 
in animals occurs in horses,'! most commonly on 
the skin of the anogenital area. A young white stal- 
lion with a melanoma of the anal region is known 
to have transmitted the neoplasm to all his white 
descendants but to none of those of a dark color. 
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Malignant melanoma of both the skin?” and the eye” 
occurs in dogs, also. 

Similarly, the Negro race is less subject to the 
development of malignant melanoma than is the 
Caucasian race,’ although in both races the clin- 
ical course is identical. Melanomas, when they do 
develop in negroes, occur in areas of little pigment, 
such as the soles of the feet, the nail matrix (mela- 
notic whitlow), oral cavity, anus and vulva. Anglo- 
Egyptian negroes are 100 times as susceptible to this 
tumor as American negroes,”° presumably because 
of the constant trauma to the bare feet of the former. 

Genetic factors undoubtedly exerted an influence 
on a family reported by Davenport.® A woman aged 
38 died (with generalized metastases) seven months 
after removal of a malignant melanoma of the eye. 
One daughter aged 19 had the left globe enucleated 
for an identical tumor and died five years later of 
metastases. A second daughter aged 39 died of me- 
tastases one year after removal of the left eye for 
malignant melanoma. In the two daughters of the 
latter patient malignant melanoma of the eye de- 
veloped also. One of these died at the age of 34 
from the disease; the right eye of the other was 
removed at the age of 19, and nine years later metas- 
tases appeared in the skin of the right arm, but this 
patient was still alive at the age of 30, with metas- 
tases. 

There is a recent report* of three cases of malig- 
nant melanoma of the skin in one family of five 
members. The reporting investigator points out that 
it can be calculated that the probability of one fam- 
ily of five members having three cases of malignant 
melanoma of the skin is 4.4 in one billion, a figure 
which statisticians regard as far outside the realm 
of chance. 

Of questionable relationship is the report*®® of a 
newborn infant’s succumbing to hepatic metastases 
of malignant melanoma. The mother died of gen- 
eralized melanosis after delivery. 


CYTOLOGIC FEATURES 


Specimens from 57 cases were reviewed for this 
study.** In general, the neoplasms take one of two 
basic microscopic patterns. The first has a spindle 
or fusiform cell not unlike that of spindle cell sar- 
coma. The absence of pigment in certain specimens 
adds to the similarity. This type of lesion has been 
referred to as “melanosarcoma.” The other type is 
a more densely staining tumor made up of solid 
masses of cells, sometimes resembling an atypical 
epidermoid carcinoma. There may be large vesicular 
nuclei, mitoses, hyperchromatism, pleomorphism, 
anaplasia and mononucleated or multinucleated 
giant cells. This type of lesion has been referred to 
as “melanocarcinoma.” There is no correlation be- 
tween histologic pattern and clinical activity. 
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Figure 3.—Three cases of malignant melanoma of the 
feet. All these lesions arose in benign pigmented nevi. 
Prophylactic excision of the benign precursor is a means 
of averting this disaster. 


There is no discernible correlation between pig- 
ment content of the tumor and degree of malignancy. 
An amelanotic primary tumor, for example, is capa- 
ble of producing pigmented metastases. The ability 
of the tumor or the metastases to produce pigment 
does not support prognostic or clinical inference. 
Metastasis of melanin pigment to bone without ac- 
companying tumor cells has been observed.” 


SURGICAL PRINCIPLES 


Because of the large number and the location of 
them, not all moles can be removed from the gen- 
eral population. Which to remove is a problem. The 
education of the public in cancer prevention has 
resulted in an increased responsibility upon the 
physician who is consulted regarding the advisabil- 
ity of removing moles. 

Certainly all moles on the feet should be removed, 
preferably before puberty. Nearly half of all malig- 
rant melanomas arise from benign precursors on 
the feet. There seems to be little question that the 
constant trauma of the shoe is an etiologic factor. 
Melanoma of the lower extremity appears to metas- 
tasize more rapidly and widely, and also possesses a 
less favorable prognosis. Who can deny that the rou- 
tine physical examination often omits a careful scru- 
tiny of the feet for the benign pigmented precursor 
of one of the most malignant of all tumors? What 
better opportunity presents itself to the physician to 
contribute significantly to cancer prevention? Fig- 
ure 3 illustrates three cases of malignant melanoma 
arising in moles of the feet which had been present 
for many years. Two of the patients are now dead; 
one is living and has metastases. 

Moles in which signs of activity are detected 
should be removed. An increase in pigmentation 
and/or diameter, itching, eczematoid weeping, ul- 
ceration, bleeding, extension into surrounding skin 
of a “sooty” pigmentation and recurrence after 
meddlesome and ineffectual surgical trauma are all 
indications for prompt and complete removal. 


Moles that are subjected to repeated and irritating 
trauma should be removed. Pigmented lesions near 
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Figure 4.—Large nevus bearing heavy hair growth and 
deep pigmentation. This lesion was removed by stage exci- 
sion in decrements of thirds. 


the hair line, cheek (in the male), collar line, belt 
line, etc., should be excised. 

The removal of certain other moles is desirable 
for cosmetic reasons. Figure 4 illustrates a peculiar 
variant of the nevus, the pilose type, distinguished 
by hairiness and deep pigmentation. Such hirsute 
tumors are present usually from birth, and there is 
rather general agreement that malignancy occurs 
rarely, but they present a considerable cosmetic and 
consequently psychologic problem to the young 
patients. 


Excision and split-thickness graft give a cosmeti- 
cally unsatisfactory result in most instances. A pref- 
erable alternative is staged excision in decrements 
of thirds, fourths or fifths, depending upon the size 
of the tumor. Intervals of three months between 
stages allow sufficient stretching of the skin so that 
primary closure may be accomplished. There need 
be no fear of inciting malignancy through operation 
on this lesion.*® 

Every pigmented lesion is a potential malignant 
tumor and should be handled accordingly. Removal 
of a pigmented lesion on proper indication is a coup 
in the general program of cancer prevention. Sharp 
dissection should be done (Figure 5), with a gener- 
ous border allowed, and the defect closed atraumat- 
ically with fine nonabsorbable suture material. All 
other methods of removal, and in particular electro- 
coagulation, should be condemned, as they give no 
assurance of complete removal and do not allow 
histologic diagnosis. The danger of inciting malig- 
nant melanoma by the injudicious use of the electric 
needle in treating nevi is well documented and 
should be familiar to all.’: ** If upon histologic ex- 
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Figure 5.—“Biopsy excision.” Technique of excision of 
pigmented lesion, illustrating introduction of procaine 
hydrochloride without traversing the tumor and excision 
with a generous border by sharp dissection. This method 
does not traumatize the tumor and, more importantly, 
allows opportunity for careful histologic study. In the 
event that the lesion proves to be malignant, appropriate 
radical surgical treatment can be instituted. 


amination a pigmented lesion proves to be a malig- 
nant melanoma, appropriate treatment should be 
carried out. 

The diagnosis of malignant melanoma by means 
other than examination of tissue is fraught with haz- 
ard. The extensive and oftentimes mutilating proce- 
dures necessary for proper treatment should not be 
undertaken merely because of a “typical” gross ap- 
pearance. It is virtually impossible to differentiate a 
pigmented basal cell carcinoma from a malignant 
melanoma by gross appearance (Figure 6). The 
former may be eradicated by either x-ray therapy or 
simple excision, whereas the latter requires wide 
excision and radical lymph gland dissection. Granu- 
loma pyogenicum, an angiomatous skin tumor con- 
taining hemosiderin pigment, is well known to der- 
matologists as a mimic of malignant melanoma (Fig- 
ure 6). Pigmented sebhorrheic keratosis may simu- 
late generalized melanosis (Figure 6), and the blue- 
black mole of Tieche** or so-called “blue nevus” 
rarely, if ever, becomes malignant.** There have 
been instances® in which these blue nevi became sar- 
comatous, but the sarcomas were of such benign 
nature that excision prevented reappearance or 
metastasis. 


In the author’s experience no harm can be attrib- 
uted directly to biopsy properly carried out. The 
use of a general anesthetic has been recommended 
for removal of any mole,!* but procaine hydro- 
chloride can be introduced without traversing the 
tumor, by the general principles of regional anesthe- 
sia. After removing 760 pigmented nevi with local 
anesthesia (of which three proved to be malignant 
melanomas) in a five-year period, the author has 
not observed any bad results that can be attributed 
to the use of this anesthetic. 


THE LOCAL LESION 


If upon histologic examination a pigmented tumor 
proves to be malignant, appropriate definitive treat- 
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Figure 6.—Top, pigmented basal cell carcinoma. Center, 
granuloma pyogenicum. Lower, pigmented seborrheic ker- 
atosis, 


ment is carried out. Often the primary tumor has 
already been excised with margins of 1 cm. or less as 
a “biopsy excision.” A block resection of this area, 
wherever feasible, is undertaken to include an area 
10 cm. in all directions and also to include skin, 
subcutaneous tissues and deep fascia. When the 
lesion is in the thigh, upper arm or trunk, this block 
excision can be extended into the axilla or inguinal 
region “in continuity,” as first described by Hand- 
ley'® and Pringle.”® These principles, as outlined by 
Pringle, include (a) wide dissection of lymph chan- 
nels around the lesion and up to the nearest lym- 
phatic nodes; (b) reflection of the skin between the 
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lesion and the corresponding regional lymph nodes, 
and removal of the subcutaneous tissues and fascia 
with the nodes in one continuous strip. 

Pringle reported in 1907 on two patients whom 
he treated by this method.”” In 19377* he reported 
further upon their progress. One of these patients, a 
female, was treated for a lesion of the upper extrem- 
ity with positive axillary node involvement, and was 
well and without disease 38 years later. Another, a 
male patient with a lesion of the lower extremity and 
positive inguinal node involvement, was well and 
with no evidence of malignant melanoma 30 years 
later. These are the only two patients with malignant 
melanoma whom Pringle treated in his entire surgi- 
cal career. 


The defect in the region of the primary tumor can 
be closed in rare cases without split thickness graft or 
a rotation pedicle flap when the principles, as out- 
lined above, are followed. Obviously, these princi- 
ples can be observed only in certain ideal locations. 
In the author’s opinion, however, if the continuity 
principle cannot be observed, the inguinal or axillary 
dissection is accepted as routine in operations on 
the extremities. To delay the dissection two or three 
weeks for purpose of “filtration” has been recom- 
mended,*! but this may not be essential to the suc- 
cess of the principles of Handley and Pringle. Axil- 
lary dissection is accepted as a routine in operations 
for carcinoma of the breast, yet sometimes omitted 
in the treatment of malignant melanoma of the 
upper extremity. Likewise, many surgeons appear to 
be satisfied with local operations upon the lower 
extremity when groin dissection is essential to the 
definitive treatment. In certain other locations, re- 
gional node dissection may be withheld. A lesion 
near the midline on the trunk may metastasize to 
either axilla or groin. Obviously, the principle of 
continuity cannot be routinely applied in quadru- 
plet. One patient*! with a lesion of the back devel- 
oped metastases to both axillae and was subjected 
to bilateral axillary dissection. He later developed 
metastases to both groins and had bilateral groin 
dissections. In another patient a similar problem 
was encountered, but in addition there were metas- 
tases to the supraclavicular area, requiring a fifth 
-regional node dissection. 

Lesions of the fingers and of the toes, sole and 
heel of the foot are not amenable to wide block re- 
section because of their proximity to tendon, peri- 
osteum and bone. Neoplasms of the fingers and toes 
may travel along the same channels as pyogenic in- 
fections. Involvement of any digit should always be 
treated by amputation of the digit, and in involve- 
ment of the foot amputation of the extremity at an 
optimum site with popliteal and inguinal node dis- 
section should be seriously considered. 
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Figure 7.—Malignant melanoma of the back. Surgical 
principle of excision “in continuity” with concomitant 
axillary dissection. The patient was well five and a half 
years after’ excision of primary tumor. 
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Figure 8—Malignant melanoma of the calf. Surgical 
principle of excision “in continuity” with concomitant 
popliteal and. radical groin dissection. 


More formidable procedures—such as intrascap- 
ulothoracic amputation and hemipelvectomy — at 
present appear to be reserved for advanced le- 
sions.* 2 The ultimate value of these methods has 
yet to be ascertained definitely. 


ILLUSTRATIVE CASES 


Malignant melanoma of scapular area: Figure 7 
illustrates the surgical principle of excision “in con- 
tinuity” with regional lymph gland dissection in 
the case of a malignant melanoma of the back. A 
10 cm. block of tissue was removed, including skin, 
subcutaneous tissues and deep fascia. This line of 
excision was carried through the axilla and an ex- 
enteration carried out as in radical mastectomy. The 
defect in the thoracic wall was supplied by rotation 
pedicle flap in the right flank. The axillary contents 





were free of metastatic neoplasm, and the patient is 
now alive and well five and a half years after opera- 
tion without signs of recurrence. 


Malignant melanoma of calf: Figure 8 illustrates a 
malignant melanoma of the calf, in which a positive 
diagnosis was obtained by “biopsy excision.” The 
patient was hospitalized and excision en bloc of 
the skin, subcutaneous tissues and fascia of the calf 
was carried out with extension “in continuity” to 
the popliteal space, followed immediately by com- 
plete groin dissection. It is of interest that the pop- 
liteal contents were free of metastatic neoplasm, but 
one of the nodes in the groin contained a solitary 
isolated metastasis. 

511 South Bonnie Brae. 
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Wider Dissemination of Castor Bean Allergen 


Factors Presaging Increasing Incidence of Disease in California 


ALLERGIC DISEASE caused by sensitivity to castor 
beans, previously reported as a burgeoning problem 
in Southern California owing to increased use of 
the pomace as fertilizer,> appears likely to affect 
more and more persons now that the growing, trans- 
portation and processing of the béans is becoming 
more widespread and the chances for exposure to the 
allergen concomitantly extended. 


Last year the author’ reported 11 cases of asthma 
or hay fever in city dwellers owing to sensitivity to 
castor beans. Vaughan® in 1931, and Keeney* more 
recently, noted specific reaction in farmers who used 
castor bean pomace as fertilizer. In 1928 Figley and 
Elrod? described allergic manifestations owing to 
dust emitted from a factory where oil was pressed 
from castor beans; and in 1950 Figley and Raw- 
ling* and Coulson and co-workers! reported the 
presence of castor bean allergen in green coffee, 
probably as a result of shipment in the holds of 
vessels that contained castor bean dust from prev- 
ious cargoes. 

Considerable increases in production and proces- 
sing of castor beans in this country in recent years 
have been induced by a policy of the U. S. Depart- 
ment of Agriculture. During the war years when the 
hazards of shipping made supply from abroad pre- 
carious, the department began a program to encour- 
age production in this country by guaranteeing an 
attractive price for domestically grown beans and 
by other means. Now the need for castor oil in jet 
propelled planes has created additional demand. 


In 1949 only 100 acres of California farmland 
was planted to castor beans. In 1950 the acreage was 
9,000, and’ in 1951 it was 28,000. The 1951 harvest 
was about 20,000,000 pounds, or about half the 
beans processed in the state during that year. 

Of the land planted to castor beans in 1951, some 
19,500 acres was in the Imperial Valley, 7,000 in 
the San Joaquin Valley. and 500 in Antelope Valley. 
Harvest-time (when allergic disease owing to castor 
bean dust is most likely to occur in agricultural 
workers) is October and November in the San Joa- 
quin and Antelope valleys and December and Janu- 
ary in Imperial Valley. The beans are transported 
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¢ With the growing, transportation and proces- 
sing of castor beans in California rapidly in- 
creasing, it is probable that the incidence of 
allergic disease owing to sensitivity to the cas- 
tor bean allergen also will increase. 


by trucks to the nearest railroad and thence by box- 
car to the factories, two of which are located in Los 
Angeles and one in Contra Costa County. 

In addition to the beans grown in California, 
about 20,000,000 pounds of them are imported an- 
nually at the ports of Los Angeles and San Fran- 
cisco. 

Although castor beans have been pressed com- 
mercially for oil in California since 1933, until re- 
cently almost all the beans processed were imported 
in ships. Now, with expanding domestic crops and 
increased handling of the beans by agricultural 
workers, railroad and trucking line employees, ware- 
housemen, stevedores and workers in processing 
plants, there is likelihood of greater incidence of 
allergic disease among persons sensitive to castor 
bean allergen. (Cases have been reported of asthma 
caused by castor bean dust in persons who worked 
in railroad warehouses where the beans were stored.) 

In addition, more pomace will be available for 
fertilizer, and persons who spread it and those who 
live near where it is used, in urban as well as rural 
areas, will be exposed to the allergen. A further 
probability is that since trucks, box-cars, ships and 
warehouses that have contained castor beans are 
difficult to decontaminate, other commodities sub- 
sequently transported or stored in such facilities also 
will carry some of the allergen. 

136 North Madison Avenue. 
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Hemiarthroplasty of the Hip 


MANY OPERATIONS, such as drilling of the femoral 
neck, muscle transplantation, denervation of the 
hip joint and excision of the capsule, have been de- 
signed for relief of pain in the hip. However, the 
results have not been satisfactory. Arthrodesis of the 
hip joint will abolish pain but it entails long hos- 
pitalization and disability and puts an added strain 
on the back. Stinchfield and Carroll® in a report on 
vitallium cup arthroplasty, stated that in no case 
was arthrodesis done nor did a patient wish to have 
it done owing to a poor result from arthroplasty. 
Methods employing acrylic replacement of the fem- 
oral head have so lately come into general use that 
results cannot yet be properly evaluated. 

A method which it seems to the author has not 
been fully appreciated is hemiarthroplasty, a modi- 
fication of the Smith-Petersen cup arthroplasty.’ As 
the term denotes, only half of the joint is involved 
in the operation. Gibson! in reporting upon study of 
approximately 100 cases in 1949, stated that he be- 
lieved that most of the motion in the new joint takes 
place between the upper end of the femur and the 
cup rather than between the cup and the acetabu- 
lum. He further stated that it is inadvisable to ream 
out the acetabulum since this exposes softer bone 
to the pressure of the metal. 

In 1923, Smith-Petersen* noticed that smooth 
glistening membrane had formed over a piece of 
glass that was removed from a patient’s back, and 
from this minor observation he developed the con- 
cept of mold arthroplasty. At first a glass cup was 
used. Because of frequent breakage, he changed to 
a plastic and then to a Pyrex cup. In 1937, upon a 
suggestion by a dentist, a vitallium cup was em- 
ployed. In the Smith-Petersen operation both sides 
of the hip joint, the femoral head and the acetabu- 
lum, are reshaped. In hemiarthroplasty the femoral 
head alone is reformed to fit the vitallium cup. 

This operation is indicated for cases in which 
the disease is localized for the most part in the fem- 
oral head as in osteochondritis dissecans, aseptic 
necrosis, osteoarthritis, and traumatic arthritis sub- 
sequent to traumatic dislocation of the hip, subchon- 
dral fracture of the femoral head, congenital dislo- 
cation and Legg-Perthes disease or slipped femoral 
epiphysis. The advantages are that the procedure 
takes less time and causes less operative trauma, the 
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* Hemiarthroplasty of the hip is a simplifica- 
tion of the Smith-Petersen cup arthroplasty in 
which half of the joint or femoral head is re- 
shaped to fit the vitallium cup. This procedure 
shortens hospitalization to 10 to 14 days and 
has been successful in the relief of hip pain and 
in increasing hip motions. It is indicated when 
the disease is localized for the most part to the 
femoral head. 


period of hospitalization is shorter, there is earlier 
return of hip motion, ambulation and weight-bear- 
ing are possible sooner after operation, there is less 
postoperative pain, and the function of the joint 
after healing is greater. 


In carrying out the operation the hip is exposed 
by the anterior Smith-Petersen approach* or by 
posterolateral incision,” and is dislocated. The ar- 
ticular cartilage of the head is removed with an 
osteotome and the head reshaped with a reamer. It 
is important to excise enough bone to cause good 
bleeding. Occasionally small cysts in the femoral 
head are present. They are packed with cancellous 
bone. A vitallium cup is then placed over the fem- 
oral head. Then the hip is reduced and the motions 
tested. The cup must not be snug in the acetabulum 
or on the femoral head. Osteophytes if present are 
removed from the acetabular rim, but the acetabu- 
lum is not reshaped. 

After operation, Russell traction of three to five 
pounds is applied for 10 to 14 days. Quadriceps ex- 
ercises are started on the third day. The patient may 
be up.on crutches as early as the tenth postoperative 
day. Partial weight-bearing is started in four to six 
weeks with full function in two to three months. 
Gluteal and quadriceps exercises should be started 
early and persistently continued. 

Hemiarthroplasty was done in 11 cases. Excellent 
results were obtained in three patients with osteo- 
chondritis dissecans, in one with aseptic necrosis, 
and in four with traumatic arthritis following trau- 
matic dislocation. Two patients with osteoarthritis 
or malum coxae senilis were operated upon, one with 
a‘ good and one a fair result. In the latter instance 
infection developed after operation and later sub- 
sided. That was the only operative complication in 
the series. In one case of Gaucher’s disease, the re- 


sult was poor owing to progression of the disease. 
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Figure 1 (Case 1).—Upper, bilateral osteochondritis 
dissecans. Both femoral heads are flattened and the articu- 
lar surfaces irregular. Lower, after bilateral hemiarthro- 
plasty using vitallium cups. 


CASE REPORTS 


Case 1: A 46-year-old radio technician had pain in both 
hips so severe that walking was extremely difficult. Six years 
previously pain had begun in the right hip, apparently with- 
out trauma. It had become progressively worse and after 
about six months the left hip also became painful. Results of 
laboratory studies were within normal limits, and except 
for limitation of motion in the hips no abnormalities were 
noted in physical examination. In x-ray films of the pelvis 
(Figure 1) flattening of the femoral heads and narrowing of 
the joints was noted. A diagnosis of bilateral osteochondritis 
dissecans was made. Left hemiarthroplasty was done. The 
patient was in Russell traction for 14 days, after which he 
was up on crutches. He was discharged from the hospital 
on the 16th postoperative day. Partial weight-bearing was 
started at six weeks, and the patient returned to work at an 
airplane factory. Using a cane, he walked with full weight- 
bearing ten weeks after the operation. 

Six and a half months later the right hip was operated 
upon in the manner described (Figure 1). The pathological 
report was osteochondritis dissecans. The postoperative 
course was uncomplicated. Six weeks after operation the 
patient began partial weight-bearing and at ten weeks full 
weight-bearing. Thereafter the patient worked regularly. 

Before the operations there was pronounced limitation of 
hip motions, especially in flexion and internal rotation (Table 
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Figure 2 (Case 2).—Left, aseptic necrosis of the left 
femoral head with destruction of the superior and lateral 
surfaces. Right, after hemiarthroplasty. 


1). Permanent flexion deformity of 25 degrees was present on 
both sides. Five years later the patient had essentially nor- 
mal flexion, increased rotation and no permanent flexion 
deformities. He could climb in and out of airplanes, go up 
ladders, row a boat, ride a bicycle, run and bowl. He had 
some stiffness and pain at first, but this gradually disap- 
peared. 


Case 2: A 43-year-old mechanic fell on January 1, 1944, 
incurring an intertrochanteric fracture of the left femur 
which was treated by traction with excellent healing. After 
the injury the patient complained of increasing pain, stiff- 
ness and limp in the left hip. The past history was not re- 
markable except for brucellosis in 1943 and recurrent fever 
of unknown cause in May 1948 and again in December 1949. 
No abnormalities were observed in a general physical exam- 
ination. Results of studies of the blood and of serum agglu- 
tination tests were within normal limits. Flattening of the 
left femoral head with irregularity and necrosis was noted 
in x-ray films (Figure 2). The acetabulum appeared intact. 
A diagnosis of aseptic necrosis of the femoral head was 
made. 

Left hemiarthroplasty was done (Figure 2). The post- 
operative course was uneventful except for a reaction to 
penicillin. Four and a half months after the operation the 
patient returned to work doing spot welding on air trans- 
ports and thereafter continued working five to six days a 
week, nine hours a day. 

The hip motions before and after operation are shown in 
Table 2. Rotation and abduction were considerably in- 
creased. The patient complained of some stiffness and occa- 
sional pain in the left hip but at last report they were becom- 
ing less severe. He limped slightly but walked without a 
cane or crutch. The left leg was one-fourth inch shorter than 
the right. 


TABLE 1.—Hip Motions Before and After Operation (Case 1). 


Five Years After 





Before Operation Operation 
R L R L 
St. leg raising............ 65° 80° 90° 90° 
Ne ec 100 100 120 120 
Ext. rotation.............. 20 10 30 30 
Int. rotation .............. 0 10 9 10 
Perm. flexion ............ 25 25 0 0 
Cire. thigh 1914” 18” 18” 
Leg length 34% 34% 34% 
119 








TABLE 2.—Hip Motions Before and After Operation {Case 2). 


Two Years After 


Before Operation Operation 

R L R L 
St. leg raising.......... 70° 70° 85° 85° 
eee 120 110 120 125 
Ext. rotation.............. 40 25 50 40 
Int. rotation.............. 20 5 25 25 
Abduction ................ 30 0 30 12 
Circ. thighs................ 17” a5” 17%” 161%” 


Leg length ............... 39% 39% 39% 39% 


TABLE 3.—Hip Motions Before and After Operation (Case 3). 


Before Operation After Operation 

February 1951 April 1952 

R L R L 
St. leg raising............ 90° 85° 90° 80° 
SES. 110 130 110 125 
Ext. rotation.............. 22 45 40 40 
Int. rotation .............. 5 25 10 20 
Perm. flexion ............ 10 5 10 5 
Cire. thighs 19” 17%” 19” 





Leg length ................ - 3414 34% 35 


Case 3: In 1939 a 45-year-old structural steel worker fell 
65 feet, fracturing the fifth lumbar vertebra, the right hip, 
pelvis, right knee and both feet. 


The patient was examined in 1951 because of complaint 
of constant pain and stiffness of the right hip and pain 
in the right knee and in the lower part of the back. 


Upon physical examination it was observed that the pa- 
tient walked with the right hip externally rotated and limped 
to the right. When the hip was moved a grating noise 
was audible. The hip motions were limited. 

Pronounced deformity of the head of the right femur, 
with flattening and bony spurs, was noted in x-ray films 
(Figure 3). The joint space appeared narrowed and irregu- 
lar. A diagnosis of traumatic arthritis of the hip was made. 

Hemiarthroplasty of the hip was done, using the Gibson 
approach. Partial weight-bearing was permitted in four 
weeks. The patient returned to work four and ‘a half weeks 
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Figure 3 (Case 3).—Left, traumatic arthritis of the right 
hip following fracture dislocation. There is a large bony 
spur on the inferior margin of the head. Right, after 
hemiarthroplasty. 


after operation, and at the end of three months he went 
deer hunting. He has continued working regularly, doing the 
climbing required of a structural steel worker. Table 3 
shows hip motions before and after operation. 

436 North Roxbury Drive. 
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Annular Pancreas 


Peptic Ulcer as Late Postoperative Sequela 


ALFRED J. GOLDYNE, M.D., and EVERETT CARLSON, M.D., San Francisco 


ANNULAR PANCREAS has become established in recent 
years as a Clinical entity. Since a report by the auth- 
ors in 1946, nine additional reports,+:45)*14,21,22,23,24 
have been published about the clinical manifesta- 
tions and the surgical correction of this anomalous 
condition. In this presentation another case treated 
by operation is reported, as also the late sequela of 
peptic ulcer which developed in this and a previously 
reported case. To avoid this complication, not antici- 
pated when the previous report was published, a 
more radical operation is suggested. 

There is no report of a large series of cases of this 
rare condition, but a review of collected reports 
brings out two facts—first, that gastric or duodenal 
ulcer may coincide with annular pancreas (Table 1, 
cases 12, 17, 25) and second, that gastric and duo- 
denal retention may remain after resection of the 
pancreatic ring (Table 1, cases 7, 10, 13, 18, 27). 
Other associated anomalies were frequently encoun- 
tered (Table 1, Cases 1, 16, 20), and pathologic 
conditions such as gastric ulcer and pancreatitis, to 
mention just two, were often the reason for surgical 
exploration in which the annular pancreas was dis- 
covered. In the authors’ first case an acutely in- 
flamed appendix overlying the pancreatic ring ag- 
gravated the obstruction. In the second, the finding 
of an obstruction in the second portion of the duo- 
denum identical in location to that in the first case 
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* Two cases of annular pancreas with late post- 
operative sequelae of duodenal and gastric 
ulcer are presented. In each case operation was 
limited to the annulus. Because symptoms are 
not permanently relieved by this procedure and 
subsequent peptic ulceration is not prevented, 
it is suggested that partial gastric resection be 
performed and decompression of the duodenal 
stump be effected by resection of the pancre- 
atic ring. 


led to correct preoperative diagnosis. Lehman and 
Archer'® based preoperative diagnosis on similar 


_ findings. 


CASE REPORTS 


Case 1: A 33-year-old priest underwent resection of the 
pancreatic annulus in February 1945. He made an un- 
eventful recovery and was clinically improved for five years. 
In preoperative roentgen studies an obstruction in the 
second part of the duodenum with retention for six hours 
and 24 hours had been observed (Figure 1). Postoperative 
roentgenograms indicated persistent duodenal obstruction 
(Figure 2). Epigastric distress reappeared about five years 
later and the patient was treated conservatively without 
relief. Roentgen studies on March 6, 1951, showed per- 
sistent partial duodenal obstruction with pronounced dila- 
tion of the duodenum. A defect along the lesser curvature 
suggested ulceration (Figure 3). Barium left the duodenum 
slowly. At the end of six hours the stomach was empty, 
but the duodenum remained filled with barium. The symp- 
toms and roentgen findings are those of duodenal ulcer 
and incomplete duodenal obstruction. 





Figure 1.—Left, anteroposterior film (Case 1) showing definite constriction of the second portion of the duode- 
num with dilation of the first portion. Center, six-hour examination showing definite residue in stomach and duo- 
denum. Right, twenty-four hour examination showing residue in first portion of the duodenum, 
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Figure 2.—Upper, postoperative six-hour examination 
showing residue in stomach and duodenum. Lower, post- 
operative 24-hour examination showing gastric and duode- 
nal residue. 


Case 2: A 54-year-old housewife entered the hospital in 
October 1949 with the following complaints: 

Vomiting for the previous two years which began abruptly 
one evening when the patient suddenly became distressed 
after dinner and belched large amounts of gas. Since then 
she had vomited every third or fourth night between mid- 
night and 3 a.m. During the day she felt perfectly well 
and never vomited. The vomitus was very foul. 

Diarrhea simultaneous in onset with vomiting. The pa- 
tient passed five or six stools on the first evening of illness, 
and frequent loose stools and much flatus were an almost 
daily occurrence. 

Gaseous distention was ever present and very distressing. 

Despite these symptoms the appetite remained good. 
There was no acute pain, hematemesis or melena, and in 
the six weeks preceding hospitalization, with the patient 
under conservative treatment, the body weight had in- 
creased ten pounds. A high-protein diet had relieved the 
diarrhea but the vomiting persisted. 

On physical examination on entry the patient was ob- 
served to be well developed, well nourished, and in no 
acute distress. Blood pressure, temperature and pulse were 
within normal limits. The heart and lungs were normal to 
auscultation. The abdomen appeared essentially normal, 
with no masses, rigidity or tenderness. 

Roentgenograms of the gastrointestinal tract in July 
1949 had shown the stomach to be large and dilated and 
containing old residue. On fluoroscopy no irritability of 
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Figure 3.—Upper, ulcer crater of duodenum (Case 1). 
Duodenal retention still present. Lower, ulcer niche in 
duodenum. 


the duodenal cap and no evidence of ulceration was ob- 
served. On the films the descending portion of the duode- 
num appeared elongated and there were signs of extrinsic 
pressure along the anterior wall (Figure 4). There was a 
90 per cent residue in the stomach and duodenum at the 
end of six hours and slightly less at the end of twenty-four 
hours. A diagnosis of duodenal obstruction probably owing 
to annular pancreas was made and surgical exploration was 
advised. 

Operation was performed under general anesthesia on 
October 11, 1949. An upper right rectus incision was made 
and the duodenum exposed. A firm band about 0.5 cm. in 
diameter was found extending from the posterior abdominal 
wall to the right of the duodenum to the anterior duodenal 
surface, there fusing with a triangular structure of tissue 
(identified as pancreatic) extending from the medial or 
left aspect of the duodenum, This pancreatic ring encircled 
the duodenum almost completely. Above it the diameter of 
the duodenum was about twice the normal; below, about 
half the normal. The pylorus was greatly dilated and 
thinned. On the anterior duodenal wall distal to the pylorus 
there was evidence of slight scarring, but no induration 
could be felt. The gallbladder was thickened but no stones 
were palpable and it was emptied easily. The common duct 
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. Vidal 
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. dos Santos 
1906 


. Lerat 
1908 


. Smetana (Case 3) 
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. Brines 


1930 


. Zech 
1931 


. Brines 
1931 


. Truelsen 
1940 


. Lehman 
1942 


. Gross & Chrisholm 
1944 


. Custer & Waugh 
1944 


. Goldyne & Carlson 
1946 


. Brown, Bingham 
& Cronk, 1948 


. Burger & Aldrich 
1949 


. Ohlmacher & 
Marshall, 1950 


. Baker & Wilhelm 
1950 


. Ravitch & Woods 
1950 


. Ravitch & Woods 
1950 


. Ravitch & Woods 
1950 


. Archer, reported 
by Haden, 1950 


. Conroy & Woelfel 
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ported by Conroy 
& Woelfel, 1951 


. Payne 
1951 


. Cattell 
1951 


. Silvis 
1951 


. Goldyne & Carlson 
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TABLE 1.—Data on 27 Cases of Annular Pancreas Treated by Operation 


Age-Sex 
Male 
3 days 


Female 
26 yr. 
Female 
46 yr. 
Male 
74 yr. 
Female 
46 yr. 
Male 
35 yr. 


Female 
27 yr. 


Male 
44 yr. 
Male 
35 yr. 
Male 
23 yr. 
Female 
3 days 
Male 
74 yr. 


Male 
26 yr. 


Female 
53 yr. 


Female 
4 days 
Male 
27 yr. 
Male 
59 yr. 


Male 
o7 yr. 


Female 
3 days 


Male 
8 days 


Male 
3% yr. 
Male 
30 yr. 


Female 
26 yr. 


Male 
33 yr. 


Male 
Adult 


Male 
37 yr. 


Female 
54 yr. 


Operation 
Posterior gastroenterostomy 
’ 
Posterior gastroenterostomy 
Resection of pancreatic ring 
Posterior gastroenterostomy 
Division of ring 


Drainage 


Division of ring; Heineke- 
Mikulicz on duodenum 


Posterior gastroenterostomy 


Posterior gastroenterostomy ; 
duodenal plastic 


Partial resection of ring 
Duodenojejunostomy 


Gastric resection with gastro- 
jejunostomy 


Partial resection of ring 


Division of ring; duodenotomy; 
retrograde exploration of 
common bile duct 


Partial resection of ring; 


Heineke-Mikulicz on duodenum 


Partial gastrectomy with 
gastrojejunostomy 


Partial gastrectomy with gastro- 
jejunostomy and duodeno- 
jejunostomy 


Partial resection of ring ;duo- 
denojejunostomy 37 days later 


Duodenojejunostomy 


Gastroduodenostomy 


Partial resection of ring 
Division of ring 


Gastroenterostomy 


Partial resection of ring 


Division of ring; subtotal 
gastrectomy 


Partial resection of ring 


Resection of band and reflection 
of pancreatic ring 


Result 
Cure 


Died (pneumonia) 
Cure 
Died (several hours 


after operation) 


Cure (pancreatic 
fistula) 


Died (1% hours after 
operation) 


Cure (2 yr.) compli- 
cated by small pan- 
creatic fistula 


Died (respiratory 
infection) 

Cure 

Recovery but persist- 
ent symptoms 

Cured 


Cure 


Cure 


Died 


Died 
Cure 


Cure 


Cured 


Cured 


Cured 


Recovered 


Cured 


Cured 


Recovered 


Cured 


Cured 


Recovered 


Remarks 
Also congenital atresia of duo- 
denum 


Diagnosis at autopsy 
Drainage ceased on 13th day 
Diagnosis at autopsy 
Second operation for drainage 
Diagnosis at autopsy 


Duodenum did not expand after 
division of ring 


Diagnosis at autopsy 


Postoperative x-ray: functioning 


gastroenterostomy 


Postoperative x-ray: persistent 


duodenal deformity 


Also benign gastric ulcer 


Postoperative x-ray: persistent 
gastric and duodenal residue; 
late duodenal ulcer 


Subdiaphragmatic abscess, duo- 
denal fistula; posterior gastro- 
enterostomy done on 22nd post- 
operative day 


Partial absence of pylorus 


Also benign gastric ulcer 


Postoperative local pancreatitis 
resulting in obstructing scar for- 
mation 


Malrotation of intestine; com- 
plete duodenal atresia of portal 
vein anterior to duodenum 


Persistence of partial duodenal 
obstruction 


Persistence of duodenal 
obstruction 


Concomitant duodenal ulcer; post- 
operative jejunal fistula; Roux 
exclusion and resection of fistula 


Pancreatic fistula 


Persistence of duodenal obstruc- 
tion and massive gastric hemor- 
rhage two years after operation 
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Figure 4.—Upper, elongated descending duodenum with 
evidence of extrinsic pressure along the anterior wall 
(Case 2). Lower, same view at 24-hour examination. 


felt normal. No abnormality was observed in the pancreas. 
The pancreatic band was intimately fixed to the duodenal 
wall. The band was resected and the aberrant pancreatic 
tissue dissected free from the anterior duodenal wall, re- 
flected mesially and fixed to the anterior aspect of the 
pancreatic head with a silk suture. The constricted area 
of the duodenum was dilated with the index finger through 
the intact duodenal wall. The abdomen was then closed in 
layers without drainage. 

Convalescence was rapid and uneventful. Vomiting ceased 
and the patient ate well without distress. The patient left 
the hospital on the seventh day in excellent condition. Two 
months later, although she said she felt well, she had 
diarrhea lasting eight days. Under the management of an 
internist this condition improved. When the patient was 
observed again ten weeks after operation she had gained 
fifteen pounds. 

Two years later it was learned that the patient had had 
recent severe gastric hemorrhage accompanied by vomiting 
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Figure 5 (Case 2).—Upper, lateral deviation of duode- 
nal cap. Note contracture of the lateral border of the 
proximal segment of the second portion of the duodenum. 
Lower, pronounced constriction in second portion of 
the duodenum. 


and necessitating two transfusions. For the first eighteen 
months following operation she had been in good health 
with no digestive complaints. Then began a period of 
belching and considerable flatulence, For the next six 
months the appetite varied from poor to good. The patient 
had no severe pain but felt distressed and distended and 
sometimes eructated foul gas as before operation. Diarrhea 
also recurred intermittently, lasting for a month at a time 
followed by normal stools for four to six weeks. The pa- 
tient’s weight, however, was 168 pounds, five pounds more 
than before operation, and she felt strong. 

Roentgenograms made shortly after the hemorrhage in 
September 1951 and repeated on October 30, 1951, showed 
lateral deviation of the duodenal cap, contracture at the 
lateral border of the proximal segment of the second por- 
tion of the duodenum, constriction in that area, and pud- 
dling in the second portion of the duodenum (Figure 5). 
There was no evidence of active ulceration. 


EMBRYOLOGY 


The pancreas arises from dorsal and ventral buds 
of that portion of primitive gut which will later be- 
come the duodenum. The buds lie in the dorsal and 
ventral mesenteries which are present at that stage 
of development. Normally the ventral mesentery re- 
gresses, permitting the ventral pancreatic bud to 
accompany the rotating gut and become the inferior 
portion of the pancreatic head. When the ventral 
mesentery remains, the pancreatic bud is fixed in 
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TABLE 2.—Results of Various Operations on Patients with Annular Pancreas 








Results 
Operation No. of Cases Cured Living, Not Cured Died 
Resection—Pancreatic ring. ............s-s:-ssss--00+ 9 8 (Persistent deformity in 1 (Patient also had duodenal 
6 cases; pancreatic drain- plastic operation) 
age in 2 cases) 
Partial gastrectomy with gastrojejunostomy.... 4 Bo EO tre 
Posterior gastroenterostomy ..................:-+-+0+-0-+ 6 Se | cepa 3 (Upper respiratory infection 
in 2 cases; cause not re- 
ported in other case) 
Simple division of ring......................-0.-« Cuan 4 Bele ee 1 (Subdiaphragmatic abscess; 
(2 had fistula) fistula) 
Ducdenojejunostomy _ ...............-s0-ceceseeseeceseeneeeeees 2 et ae aaa a tr — ie Pa a tee a ee eee 
Gastroduodenostomy ...........2..-....--.scecsscseeeseosessosee 1 Wt seecipiepteat), oat) hee aa ence a 
Drainage for pancreatitis......................::s-s-:0++ 1 BP ager non a yea ial aerate 








the ventral position and does not follow the rotation 
of the bowel in toto but elongates and becomes a 
ring about the now rotated duodenum.” * ® 15: 19 


PATHOLOGY AND PATHOGENESIS 


Obstruction by the annular pancreas causes duo- 
denal dilation above the ring, greater constriction 
causing greater dilation. Gastric or duodenal ul- 
cers’ 1% 22 or other pathologic conditions’ 1% 21 25 
are associated in some cases. Provocative questions 
must be answered in any explanation of the clinical 
manifestations on the basis of the known congenital 
anomaly. 


Since the condition is congenital and the duodenal 
dilatation and obstruction presumably have been 
present for years, why do the clinical symptoms ap- 
pear so late? (Only five cases have been found in 
very young infants;> 1% 7% °8 the average age of 
patients operated upon was 41.6 years.) Why do 
gastric or duodenal ulcers occur concomitantly or 
as late postoperative sequelae in a number of 
cases ?1, 6, 10, 12, 22 With release of the obstructing 
ring why does the defect remain, and why do ulcers 
occur even though not present preoperatively? 


These questions can be answered on a hypotheti- 
cal basis. The muscular layers of the serosa accom- 
modate to anomalous structures if the anomalies do 
not too greatly interfere with normal functions. In 
annular pancreas, the dilation of duodenum and 
later the stomach prevents pyloric sphincteric action 
and thus permits regurgitant alkaline substances to 
enter the stomach from the duodenum. It is at this 
stage that clinical symptoms become manifest. Be- 
cause of the pronounced dilation of the duodenum 
and stomach, thinning of the walls and compression 
of the intramural vessels, necrosis begins in minute 
areas. Extension of this necrosis and stasis of the 
gastric or duodenal contents lead to the development 
of an ulcer. 

It would seem that upon relief of the obstruction 
by resection of the annulus normal anatomic rela- 
tionships would be reestablished and normal phy- 
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siologic activity ensue. However, that is not the 
fact.1* 14, 17, 22, 23,29 Dilation and symptoms of 
obstruction continue and ulcerations develop. It 
may be conjectured that prolonged duodenal con- 
striction would cause atrophy of the underlying wall. 
This atrophy would be aggravated by the pull of the 
dilated bowel above the constriction. The constricted 
tract would become anoxic and later fibrotic; hence 
the bowel even when liberated by operation could 
not dilate sufficiently to relieve the obstruction. 


CLINICAL FEATURES 


Although the preoperative diagnosis is difficult, 
it can be made if annular pancreas is remembered as 
a cause of chronic duodenal obstruction. Especially 
should this diagnosis be considered when the nutri- 
tional state of the patient does not reflect the severity 
of the obstruction as seen on x-ray films. (Figure 8 
illustrates why in Case 2 the patient had foul gassy 
eructations accompanying vomiting after being in 
a recumbent position but did not vomit during the 
day when erect. (If other anomalies are incidentally 
found in the presence of duodenal obstruction with 
pronounced gastric dilation, the cause of the ob- 
struction may be presumed to be annular pancreas. 


TREATMENT 


The operative procedure reported by the authors 
in 1946 was resection of the pancreatic annulus with 
dilatation of the constriction in the duodenum. Since 
then 13 additional cases in which operation was 
done have been reported, making a total of 27 in- 
cluding the authors’ second case. 

In nine of the cases (Table 2) the pancreatic ring 
was resected (Table 1, cases 3, 10, 13, 15, 18, 21, 
24, 26, 27). One patient, a four-day-old girl, died 
(Case 15). A Heineke-Mikulicz plastic operation 
had been done on the duodenum in addition to resec- 
tion of the ring. In five of the remaining cases duo- 
denal deformity and retention still were present after 
operation. 

In five cases (5, 7, 14, 22, 25) the pancreatic ring 
was divided. In two of these (cases 5, 7) pancreatic 





fistulae developed, necessitating a secondary opera- 
tion for drainage in one case (5). In another (case 
25) the patient had jejunal fistula after gastric re- 
section in addition to division of the ring. In case 
14* duodenotomy and retrograde exploration of the 
common bile duct were done in conjunction with sec- 
tion of the ring; subdiaphragmatic abscess and duo- 
denal fistula developed, and the patient died after 
posterior gastroenterostomy on the twenty-second 
postoperative day. One patient (case 22) was said 
to be cured. 


It would appear from the foregoing summary 
that opening of the duodenum in conjunction with 
resection or section of the pancreatic ring is ex- 
tremely hazardous. Persistence of the duodenal de- 
formity and of the obstruction after resection of the 
ring alone is also strikingly emphasized. 


Of the cases in which operation did not include 
correction of the pancreatic annulus, gastric resec- 
tion was done in four (cases 12, 16, 17, 25). In 
three of them (cases 12, 17, 25), gastric or duodenal 
ulcer was present before operation. Cure resulted in 
all three. Posterior gastroenterostomy without resec- 
tion of the ring was done on six patients; three 
(cases 1, 9, 23) were cured and three died (cases 2, 
4, 8). Cause of death was not reported in one case; 
in two others, occurring before the days of anti- 
biotics, death was due to upper respiratory tract in- 
fection. 


The present opinion of the authors is that ex- 
pressed by Lehman in discussing the report of 
Payne:** Since gastric and duodenal ulceration may 
be associated with annular pancreas (cases 12, 17, 
25) or may develop as a late postoperative complica- 
tion in cases where the pancreatic ring alone is re- 
sected, partial gastric resection as well as resection 
of the pancreatic ring should be done if the patient’s 
condition permits. 


The question of whether it is necessary to resect 
the annulus is not yet answered. The possibility of 
postoperative formation of a fistula (cases 3, 5, 7, 
14, 25, 26) must be weighed against the possibility 
of duodenal stump leakage, which may be more 
likely if the constricting pancreatic ring is not re- 
sected. Also to be considered is the possibility of 
pancreatitis developing if the annulus is left intact. 


Chronic pancreatitis has occurred in a great pro- 
portion of the reported cases, and Brines” has re- 
ported a case of acute hemorrhagic pancreatitis in 


which annular pancreas was a factor. Lehman'® 
noted chronic interstitial pancreatitis in five of the 
first ten cases treated by operation in which micro- 
scopic studies were done. Only future trial can deter- 
mine whether a short-circuiting operation without 
resection of the ring will prevent pancreatitis. 

240 Stockton Street. 
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Management of Patients with Ureteral Stone 


URETERAL STONE presents two problems to the phy- 
sician. The first is the removal of the stone; the 
second, not always solved, is the prevention of fur- 
ther stone formation. 


For the relief of pain, a physician’s first duty in 
an acute attack, the author uses Demerol® or mor- 
phine sulfate administered subcutaneously, or, if 
the pain is unusually severe or of exhausting dura- 
tion, intravenously. A prescription is left for a tab- 
let to be taken if the pain recurs, and it is made 
clear that further hypodermic injections may be 
necessary if the pain becomes severe or the patient 
is vomiting. The author has found aspirin with 
codeine, Dilaudid,® Demerol or morphine satisfac- 
tory for oral use. If excruciating pain continues, par- 
ticularly if accompanied by vomiting, hospitaliza- 
tion is advisable for administration of fluids and 
narcotics. 


Although such symptomatic treatment must some- 
times precede diagnosis of this condition when the 
onset is sudden and painful, a typical attack of 
“ureteral colic” makes correct diagnosis reasonably 
sure. Agonizing pain in the loin with radiation to 
the lower abdomen, groin or genitalia usually sig- 
nalizes the passage of a stone into the ureter. Accom- 
panying vomiting and shock are due to intense pain. 
If there is frequent urination or constant desire to 
void, the stone is probably in the lower end of the 
ureter. It must be remembered, however, that other 
conditions may cause or mimic ureteral colic, such 
as the pain of herpes zoster involving the twelfth 
thoracic or first lumbar nerve, certain types of hy- 
dronephrosis with recurrent transient obstruction, 
and the passage of blood clots down the ureter from 
renal bleeding. 


Acute appendicitis sometimes resembles ureteral 
colic, even causing tenderness in the flank and the 
appearance of a few erythrocytes and leukocytes in 
the urine. The reverse may also occur: Stone in the 
ureter may be taken for appendicitis if there is no 
radiation of pain or frequency of urination and if 
the presence of a few erythrocytes in the urine is 
attributed to local ureteral irritation from acute 
inflammation of the appendix. Appendectomy, al- 
though probably not harmful in such circumstances, 
will of course be ineffective. As the presence or 
absence of stone can be readily proved by an intra- 
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* Immediate steps in the treatment of ureteral 
stone, beginning with the often acute onset, 
are relief of pain, urinalysis (including Gram 
stain), forcing fluids, examination of urine for 
the stone and urography at the earliest feasible 
time. If the stone causes continual pain or ap- 
pears unlikely to be passed safely, it should be 
removed—with a cystoscope if possible; if not, 
by operation which may be done while the pa- 
tient is still under anesthesia. 

To combat further stone formation a large 
fluid intake should be maintained, the extracted 
stone analyzed, an acid ash diet prescribed, 
serum calcium and phosphorus measured, uri- 
nary stasis corrected and urinary infection and 
distant foci of infection cured. Vitamin A, alu- 
minum gels and particularly hyaluronidase ap- 
pear promising as preventives to stone forma- 
tion. 


venous urogram (see Figure 1) without delaying 
operation for more than a half hour, this examina- 
tion should be made in every patient suspected of 
having appendicitis if symptoms are atypical or if 
there is tenderness in the flank and the urine con- 
tains erythrocytes, even though pain and even mus- 
cle spasm are present in the right lower quadrant 
of the abdomen. Even if there is reflex ileus with 
gaseous distention, as often occurs in ureteral stone, 
the excretion of dye or failure of excretion from 
each kidney is usually visible in the urogram. When 
the calculus itself is not visible, or is masked by 
intestinal shadows or the bony structures of the 
pelvis, its presence may be deduced if function on 
the affected side is delayed or absent, or eventually 
from dilation of the pelvis and calyces and of the 
ureter above the calculus. In acute appendicitis the 
dye is usually excreted promptly by each kidney, 
and it is nearly always possible to demonstrate 
the absence of ureteral distention or obstruction 
sufficiently clearly to rule out the diagnosis of stone. 

It must be remembered that ureteral stone is not 
always painful, and that even a large stone may 
cause only slight symptoms. For example: A young 
woman who had recurrent fever, chills and pyuria 
was thought to have recurrent pyelonephritis, but 
the symptoms were due to a stone, 1.4x1.8 cm., in a 
ureterocele into which a double ureter drained 
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Figure 1—Urograms show ureterovesical junction obstructed by stone which might be mistaken for phlebolith if 
both antero-posterior and oblique films did not indicate it to be in the course of the ureter. 


Figure 2.—Large calculus in ureterocele, partially ob- 
structing branched left ureter. In this case there was infec- 
tion but no pain. 


(Figure 2). A man had intermittent pain in the 
left flank for three or four years prior to discovery 
of a stone in the upper left ureter; no function could 
be demonstrated in the left kidney (Figure 3). Five 
years after the removal of this stone, another, which 
in the interim had been observed to form in the 
lower pole of the left kidney, passed into the ureter 





Figure 3.—-Film taken in 1946 showing calculus in left 
ureter opposite lower border of third lumbar vertebral 
body, with no function in left kidney demonstrable by 
intravenous urography. In 1951 this patient had another 
stone in the left ureter. Neither calculus caused pain but 
there was gross hematuria. 


but caused only transient, painless hematuria. Oper- 
ation was necessary for removal of each of these 
stones; the renal function then was excellent. In 
another man who had no pain, recurrent frequency 
with pus and erythrocytes in the urine led to the 
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Figure 4.—Calculus in right ureter causing painless hematuria. Left, stone barely visible in front of sacrum. No 
function in right kidney by intravenous urography. Center, right semilateral film with tip of catheter just below calcu- 
lus. Right, right ureter partially filled with dye, showing typical dilation above stone which is at point of angulation. 


detection of a stone in the right ureter, in front of 
the sacrum (Figure 4). There was also very poor 
function in the right kidney, but an oblique film with 
the tip of a ureteral catheter in contact with the 
stone, and a ureterogram to show the dilation 
above, were necessary for the diagnosis of impacted 
stone requiring open operation. 

Five to eight per cent of all stones are composed 
of uric acid or of cystine (neither of which casts 
a shadow in a roentgenogram) and therefore can- 
not be observed unless secondary calcium salts are 
also present or a negative shadow is produced 
against a contrasting medium. Sometimes, there- 
fore, the diagnosis must be made from the combina- 
tion of symptoms, urinalysis, and roentgenographic 
evidence of obstruction to the ureter. 

In some cases the stone may be too small to be 
visible; it may be obscured by bowel or bone struc- 
tures, but in that case it usually can be visual- 
ized in an oblique film. If the presence or possibil- 
ity of phlebolith confuses the findings, a catheter 
should be inserted in the ureter to the point of 
obstruction and films taken in two planes. 

Spontaneous passage of ureteral stone occurs in 
about 75 per cent of all cases. Sometimes, therefore, 
if pain does not recur, both patient and physician 
take it for granted that the stone has been passed and 
do not investigate further. This omission is a serious 
mistake. To prevent both the possibility of damage 
to the kidney from a “silent” stone in the ureter and 
the formation of other stones, further study is neces- 
sary. This should be emphasized to the patient while 
the impression of the attack is fresh in his mind and 
the desire to avoid further attacks is at its height. 

If chills and fever indicate the presence of infec- 
tion, immediate hospitalization is necessary to pro- 
tect the kidney from serious or irreparable damage 
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either from pyonephrosis or from multiple abscess 
formation and pyemia. Because of these serious con- 
sequences the author makes it a rule to take a sample 
of urine (by catheter from female patients) on the 
first visit. The finding of erythrocytes in this speci- 
men helps to confirm the diagnosis of stone, while 
infection is indicated by the finding of leukocytes 
or bacteria in a Gram stained specimen. 


Fluids are forced with any patient having ureteral 
stone, and the patient is instructed to void into a 
container so that the stone may be recovered as 
evidence that it has been passed and so that it may 
be analyzed. 

As soon as possible after some degree of toler- 
ance to the stone is acquired, or after the patient is 
hospitalized, an intravenous urogram should be 
made to gain some idea of the size and location 
of the stone and to learn of associated urological 
conditions of importance. 

If unremitting pain continues when the patient 
is not under the influence of medication, or if the 
stone does not progress down the ureter in a rea- 
sonable time, cystoscopy should be considered. If 
there is no sign of either obstruction or infection 
of the kidney and serious pain does not persist, the 
patient may be permitted to carry on his usual activi- 
ties for several days or even weeks while awaiting 
passage of the stone, provided the progress of the 
stone is followed by means of roentgenograms and 
urinalyses. For example, Figure 5 shows a 6 mm. 
calculus in the middle third of the left ureter which 
by roentgenography was observed to descend slowly 
in the ureter and was finally passed with practically 
no further attacks of pain. Stones already in the 
lower end of the ureter are, of course, more likely 
to be passed, but progress of any stone may cease 
and repeated attacks of pain and obstruction may 
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Figure 5.—Left, a 6 mm. calculus in left ureter opposite 
third lumbar vertebral body noted on preliminary film of 
abdomen. Right, intravenous urogram showing point of 
obstruction by stone. This stone passed spontaneously 
— further pain and without manipulation of any 

ind. 


make cystoscopic instrumentation or operation nec- 
essary. Obstruction must be relieved lest renal 
function be permanently damaged; and if infection 
occurs, urinary drainage is urgently needed. 


Cystoscopic measures consist in the passage of one 
or more catheters to relieve obstruction, particularly 
where infection is present, or in attempts to remove 
the stone by traction on a looped catheter or basket. 
Of the various designs of basket the author prefers 
the Johnson basket with a filiform guide as the 
easiest to push past the stone, although success in 
removing the stone or relieving the obstruction is 
never certain with any instrument or manipulation. 
Rarely, the ureter is perforated or ruptured by such 
manipulation. This occurred in a man with a non- 
opaque stone. When a ureterogram showed extra- 
vasation of dye, operation was done to obtain the 
stone and drain the retroperitoneal space. Impac- 
tion high in the ureter, even of a small stone, may be 
an indication for operation since even if instruments 
can be passed the stone may be so rough that con- 
siderable morbidity will follow its extraction. Figure 
6 shows a rather small calculus, causing pronounced 
hydronephrosis. In this case removal was attempted 
first with a Johnson basket and then with a looped 
catheter. Neither could be made to pass by the stone 
or to engage it, although a small ureteral catheter 
was at last introduced into the renal pelvis. Opera- 
tion was done while the patient was still under 
anesthesia, to avoid prolonged hospitalization and 
possible added morbidity as a result of further delay 
in removing the stone. As repeated manipulation 
is dangerous in the presence of infection, if a cathe- 
ter cannot be pushed past the stone for proper 
drainage, operation is indicated as an emergency 
measure. If the stone is larger than 5 or 6 mm. in 
diameter, it is less likely to be passed spontaneously 
even if there is no infection, and the sooner it is 
extracted cystoscopically or removed by operation 
the better for the integrity of the urinary tract. In 
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Figure 6.—Left semilateral intravenous urogram. Small 
calculus visible anterior to fifth lumbar vertebral body, 
with rather pronounced hydronephrosis. The calculus was 
removed by ureterolithotomy. 


cases in which the patient has only one ureter, it is 
mandatory to remove ureteral stone immediately, for 
obstruction usually results in anuria and uremia in a 
short time regardless of infection. 

After the stone has been passed or removed, the 
following measures are taken to prevent further 
stone formation: (1) forcing fluids; (2) analysis of 
stone; (3) acid ash or basic diet; (4) determina- 
tions of calcium and phosphorus in the serum; 
(5) correction of urinary stasis; (6) correction of 
urinary infection; (7) elimination of foci of infec- 
tion; (8) administration of vitamin A, aluminum 
gels and hyaluronidase. 

Analysis of the stone will sometimes help more 
than any other single factor in determining a diet to 
avoid stone formation. Uric acid or cystine stones 
are best prevented by a low purine basic diet, and 
in the case of uric acid stones the addition of sali- 
cylates in dosages up to 5 or 6 grams daily may even 
aid in the dissolution of other calculi already pres- 
ent (Figure 7). However, since such stones occur 
in only about eight per cent of patients, the alka- 
line ash diet is usually contraindicated. In most 
cases the stone is either calcium oxalate or phospha- 
tic with or without oxalate. Therefore an acid ash 
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Figure 7.—Left, retrograde pyelogram, left kidney, showing radiolucency interpreted as uric acid stone, non-opaque, 
surrounded by dye and filling pelvis and calyces. Right, pyelogram after three years of basic ash diet with salicylates. 
Except for small portion in lower minor calyx, calculus apparently no longer present. 


diet usually is advisable. This is easier to maintain 
if there is no infection, and with the elimination of 
such foods as chocolate and certain vegetables which 
are high in oxalates the acidified urine holds cal- 
cium salts in solution better than a neutral or basic 
urine. The author believes that a high fluid intake, 
particularly of water, is of greater importance than 
any diet, and that precipitation of calcium salts is 
decreased both by the dilution of the urine and by 
more rapid passage through the urinary tract. If a 
glass of water is taken each of the usual 16 waking 
hours of the day, the total intake is a gallon; this 
quantity must be increased in desert climates. As a 
part of the diet 50,000 units of Vitamin A is given 
daily, because of the evidence obtained by animal 
experimentation that when there is a deficiency of 
this vitamin hyperkeratinization of the epithelium 
of the urinary tract occurs—a condition making 
deposition of calcium salts on the affected areas 
more likely. Over-acidification must be avoided, 
particularly when urea-splitting organisms are pres- 
ent, for in this condition calcium excretion is in- 
creased, and thus the purpose of making calcium 
salts more soluble in the urine is defeated. 
Obstructive lesions predisposing to stasis and in- 
fection should have been discovered in the original 
diagnostic studies of the urinary tract, and these 
should of course be corrected at the most opportune 
time. The problem of infection is by no means 
solved with the newer antibiotics, and it may be 
extremely difficult to eliminate such resistant organ- 
isms as Proteus vulgaris, Pseudomonas aeruginosa 
and even of Aerobacter aerogenes. Prostatitis in 
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males and urethral stenosis in females should be 
looked for and corrected if found. Other foci such 
as dental infections, tonsillitis and sinusitis should 
be considered and eliminated if possible. 

As a small proportion of patients with ureteral 
stone have hyperparathyroidism, calcium and phos- 
phorus determinations should be made for each 
patient and repeated for those with a history of re- 
current calculus. Calcium excretion studies should 
be made with high and low calcium diets if the 
serologic findings are suspicious. 


Shorr advocated the use of aluminum gels to 
precipitate phosphates in the gastrointestinal tract, 
combined with a low phosphate diet to prevent the 
formation of phosphatic stones. Shorr and Carter* 
reported that with rather rigid diet plus the use of 
Amphojel® or, preferably, Basaljel,® they reduced 
the recurrence of phosphate stone. However, Ver- 
meulen and associates* had disappointing results in 
attempting to reduce phosphate excretion in man by 
the use of Basaljel without the rigid diet of Shorr. 
One of the disadvantages of the program is the ex- 
pense of aluminum gel medication over a period of 
months and years, owing to the relatively high dos- 
age required (160 cc. daily) and the necessity for 
repeated quantitative studies of urinary phosphate 
excretion. 

The recent work of Butt’ and co-workers on the 
colloid constituents of the urine has brought out 
the possibility of greatly increasing the colloid com- 
ponents of the urine which increase the solubility of 
the urinary salts to such an extent that prevention 
of stone in patients who have repeatedly had stones 
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now seems much more feasible. Butt found that the 
administration of hyaluronidase so increased the 
colloid substances in the urine that deposition of cal- 
cium salts on urinary drainage tubing was elim- 
inated and that many patients remained free of stone 
formation. A recent communication stated that the 
dosage of this material had been increased to as 
much as 300 turbidity-reducing units mixed with 
1 cc. of -saline solution injected subcutaneously 
every 24 to 48 hours, with greater effectiveness in 
severe cases of renal calcinosis. There is no simple 
test as yet to determine the dose of hyaluronidase. 
It should be given at least in 50 to 150 turbidity- 
reducing units every two or three days, the fre- 
quency depending somewhat on the turbidity of the 
urine when this factor can be observed to be due 
solely to urinary mineral content and not to pyuria. 
In light of the frequency of injection, the patient 
or. one of the family should be trained in the use of 
a hypodermic syringe. It is to be hoped that a drug 
that will accomplish the same result when taken 
orally will be found and that a simple test for more 
efficient determination of dosage will soon be avail- 
able. 
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Discussion by MILO ELLIK, M.D., Long Beach 


Dr. LeDuc’s concept of this problem invites little disagree- 
ment and his outline for getting rid of the stone and 
keeping the patient from having another is commendable. 
The accomplishment of these two, however, is not always 
so simple, and the record shows that we have done far 
better with stone removal than we have with stone preven- 


tion. Fortunately about half of those who suffer from a 
common calculus at some time are not likely to have an- 
other, but those who do, need help and careful supervision; 
a few are in a desperate situation. 


At the risk of seeming peremptory, but with only a sin- 
cere desire to promote further discussion, I should like to 
select certain bits of this essay for random comment. Dr. 
LeDuc couldn’t possibly have listed all conditions entering 
into differential diagnosis and I should like to add two I 
have recently had to deal with. One was ruptured aneurysm 
of the lower aorta and the other acute thrombosis of the 
renal artery. These conditions rarely could be confused 
with ureteral stone, but it might be well to keep them in 
mind when radiological proof is not forthcoming. 


In addition to the analgesics favored by the author, it 
might be worth while to mention that Banthine® has had 
some recent commendation and that Depropanex® in fairly 
large doses has been used with success. 


Dr. LeDuc undoubtedly advises the use of a small tea 
strainer for the socially acceptable patient who might wish 
to use a filling station rest room. Rinsed and dried well it 
may be carried in the vest pocket or even in an extra carry- 
ing case, as is done by one of my fastidious female patients. 


With regard to the Johnson stone basket, there seem to 
be two or more schools of thought. Some of us feel that it is 
potentially too dangerous to be a favored instrument. The 
filiform extension Dr. LeDuc mentions should facilitate the 
introduction of this rather formidable metal stone extractor 
and should not increase the hazards of the device. The 
looped catheter, in my opinion, is a safer, more. reliable 
retriever for stones. Avoidance of forceful extraction of any 
kind is defensible but the procedure appears well estab- 
lished, and we should remember that a lot of good things 
are somewhat risky. I can’t resist asking whether or not 
anyone is using a teleprobe or perhaps the older wax bulbs 
in demonstrating non-opaque stones these days. 


To date the record in stone prevention is not brilliant. 
My professor said that urinary stasis and infection were 
the outstanding causes of stone and he still appears to be 
right. Remove these and you serve the patient well. Beyond 
this, Dr. LeDuc has mentioned the other preventives. I have 
never been enthusiastic about the acid-ash diet or Vitamin 
A. Basaljel may have merit—at least it is within financial 
reach, is‘ palatable and spoon-fed. If hyaluronidase proves 
comparably as effective as insulin, it will be worth while. 
I haven’t used it. I have not yet observed a case of para- 
thyroid tumor in a person in whom stones form, but I still 
make calcium-phosphorus tests. 


Perhaps some time someone will put a sort of Baseljel or 
hyaluronidase into the nation’s breakfast food. If he does, 
he should remember that there are a lot of people who 
just won’t eat it. 
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CASE REPORTS 


An Unusual Tumor of the Mediastinum— 


Thyroid Cyst 


GEORGE A. WOOD, M.D., and 
SIDNEY P. MITCHELL, M.D., Palo Alto 


BENIGN TUMORS of the mediastinum are not uncommon. 
All large series of case studies report a striking prepon- 
derance for benign tumors, and a minority, usually about 
10 per cent, for malignant tumors. The malignant or benign 
nature of a mediastinal tumor cannot definitely be estab- 
lished without thoracotomy. Watchful waiting, which is 
still too often practiced, is sometimes intolerable for the 
welfare of the patient especially when asphyxiation is 
imminent, as in the case reported herein. In such instances, 
emergency thoracotomy for the mediastinal tumor is im- 


perative. 


The following report of a case of simple thyroid cyst of 
the mediastinum is illustrative. We have found no similar 


tumor reported in the literature. 


CASE REPORT 


A 52-year-old robust, white male was admitted to the 
Palo Alto Hospital because of increasing cough and wheez- 
ing for four days. He had had a “chest cold” for one week 
and it had culminated in increasing dyspnea, productive 
cough, daily fever, tightness across the chest, and obviously 
increasing cyanosis. The dyspnea had assumed the propor- 


tions of air hunger. 


Each winter for the preceding few years the patient had 
had bouts of asthmatic bronchitis that lasted for several 
weeks. Except for an appendectomy in 1920 he had had 


no operations. 


At thé time of physical examination upon admittance, 
the oral temperature was 100° F. The radial pulse was 96 
beats per minute and was regular. Respirations were 22 per 
minute. There was cyanosis of the skin, especially of the 
head and neck. Pronounced venous distention was observed 
in the neck. Throughout both lung fields wheezes and 
thonchi could be heard. The heart sounds were clear and 
regular. No abnormality was noted in the abdomen. Cya- 
nosis of the finger nails was apparent; there was no 


clubbing. 


Results of examination of the blood and of urinalysis 
were within normal limits. In x-ray films of the chest, 
including fluoroscopy, a mediastinal mass was observed in 
the midline and to the right, lying between the trachea and 
the esophagus. This mass was sharply demarcated, smooth 


From the Palo Alto Clinic, Palo Alto. 


VOL. 78, NO. 2 + FEBRUARY 1953 


An Unusual Tumor of the Mediastinum—Thyroid Cyst 


Gastrointestinal Hemorrhage Associated with 
Meckel's Diverticulum 


Coccidioidomycosis of the Epididymis 


Two Cases of Fatal Pancytopenia Following Mesantoin 


Therapy 








133 





ca a nl Iai ith i ic NR i 





in outline, showed no evidence of invasion of the lung fields, 
and was separate from the cardiovascular shadows. Dis- 
placement of the esophagus in the right upper mediastinum 
was demonstrated by a swallow of barium (Figures 1 
and 2). : 

The patient became progressively worse despite support- 
ing measures that included intranasal administration of 
oxygen. The day after the patient entered the hospital an 
emergency thoracotomy was done in the right chest with 
intratracheal anesthesia. The intratracheal tube was passed 
with moderate difficulty, but after it was in place the 
patient’s condition improved abruptly. Upon inspection and 
palpation of the right side of the chest a 10 x 8 cm. firm 
mass was noted in the superior mediastinum. There were no 
other abnormalities. The mass, which did not pulsate, was 
located between the esophagus dorsally and the trachea 
ventrally, with the azygos vein coursing inferiorly around it. 


The mediastinal pleura was infiltrated with 1 per cent 
procaine solution and was incised. Then with blunt dis- 
section the mass was entirely freed. The tumor was per- 
forated during removal and a large amount of old and 
recent blood extruded. The tumor, a very thin-walled cyst 
into which there had been recent bleeding under tension, 
had displaced the esophagus dorsally and compressed the 
trachea ventrally. The patient’s condition improved further 
when the mass was removed. Inspection was made to be sure 
that all of the cyst wall was removed. There was no evi- 
dence of cyst superiorly toward the neck, nor was there 
any connection to the thyroid gland. One suture loosely 
approximated the mediastinal pleural edges. A dependent 
catheter was placed through a stab wound in the chest 
wall and the chest wall was closed. At the close of the 
operation the patient’s condition was excellent, even after 
the intratracheal tube was removed. The postoperative 
course was one of rapid improvement. 


In a film taken at bedside the day after operation the 
site of the mass was scarcely visible and the lung appeared 
to be properly aerated. The pathologist’s report on the 
material removed showed the tumor to be a simple thyroid 
cyst of the mediastinum. In places, the cyst wall was only 
2 to 3 cells in thickness and there was evidence of bleeding 
into the cyst. There was no indication of malignant change. 


An x-ray film of the chest taken on the eighth post- 
operative day showed a small amount of fluid in the right 
pleural cavity. A film taken three weeks later revealed 
that the chest had cleared; no mediastinal tumor could be 
seen. 

Some five weeks later, because the patient continued to 
have some cough and episodes of fright because of mild 
dyspnea upon exertion, more films of the chest were taken. 
No abnormality was observed. Bronchoscopy was done, and 
no pathologic changes were seen. The patient thereafter 
was well, without complaints, and resumed his ‘ normal 
activity and work. 


DISCUSSION 


Thyroid adenomas and substernal goiters were common 
in the cases reported upon by Blades," by Brewer and 
Dolley? and by Samson and Dugan.*® No case of simple 
thyroid cyst of the mediastinum was reported by those 
investigators or elsewhere in the available medical litera- 
ture. The present case, then, was an unusual one. From a 
surgical point of view it illustrates emergency thoracotomy 
in a patient who was asphyxiating from tracheal com- 
pression. Finally, it shows the dramatic response to the 
emergency removal of a benign tumor of the superior 
mediastinum. . 

300 Homer Avenue. 
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Gastrointestinal Hemorrhage 
Associated with Meckel's Diverticulum 


GROSVENOR T. ROOT, M.D., and 
B. H. CHRISTENSEN, M.D., Oakland 


ULcERATION associated with a Meckel’s diverticulum can be 
an obscure source of gastrointestinal hemorrhage. 

The reported incidence of Meckel’s diverticulum, as deter- 
mined from autopsy material, varies from one per cent to 
three per cent and the incidence is twice as high in males 
as in females.‘ Although the diverticulum is usually located 
within the first three feet of ileum above the ileocecal valve, 
McGraw’ stated that in 28 per cent of a series of cases 
studied by him the anomaly was at a higher level; and he 
emphasized the importance of examining the terminal six 
feet of ileum at the time of exploration in search for a 
Meckel’s diverticulum. McGraw also stated that as Meckel’s 
diverticulum is associated with pathological changes in about 
half the cases in which it is present, it is advisable to remove 
any so-called normal Meckel’s diverticulum that may be 
observed during abdominal exploration. 

The pathological conditions occurring in association with 
a Meckel’s diverticulum have been classified by Greenblatt’ 
into several groups: 

1. The peptic group, in which gastric mucosa is present 
in the diverticulum. Ulceration may result, and perforation 
or hemorrhage may occur. 

2. The inflammatory group, in which acute inflammation 
exists and perforation or gangrene may occur. 


3. The obstructive group, with resulting intestinal obstruc- 
tion due to intussusception, volvulus, or adhesions and bands. 


4. The tumor group, including both benign and malignant 
growths. 


5. The umbilical group, including fistulas and cysts. 


Heterotopic tissue is found in 15 to 25 per cent of all 
Meckel’s diverticula, and in 60 to 75 per cent of diverticula 
that are producing symptoms.’ Gastric mucosa is the tissue 
most commonly found, and the next most common is duo- 
denal tissue. Occasionally pancreatic tissue may be present. 
Such gastric mucosa may secrete gastric juice, resulting in 
erosion or ulceration of the adjacent ileal mucosa, with sub- 
sequent hemorrhage or perforation of the ulcer. 

The following case report is an example of rather severe 
gastrointestinal hemorrhage associated with ulceration of the 
ileal mucosa just distal to the opening’ of a Meckel’s diver- 
ticulum. 


REPORT OF A CASE 


A 49-year-old woman who was admitted to the Samuel 
Merritt Hospital on July 28, 1951, had been well until she 
awoke at five o’clock in the morning on the day of ad- 
mittance to the hospital and passed a considerable amount 
of dark, tarry material by rectum. In the next hour, four 
tarry, liquid stools were passed, and in the next few hours 
there were eight to ten further passages of tarry material. 
The patient fainted then and was brought into the hospital 
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Figure 1—Photograph of the mucosa of the ileum with 
probe extending into the diverticulum. Large ulcer with 
small one adjacent are just below and to the left of the 
probe. 


at 4:30 p.m. There was never any associated pain, nausea 
or hematemesis. 

The patient stated that ten years previously she passed 
tarry stools and noted weakness for a period of two to three 
days. However, there was no history of epigastric burning 
or distress, or of nausea or vomiting. The patient said that 
nearly every day for 30 years she had had pains in the right 
lower quadrant of the abdomen, that she had been examined 
because of this pain and had been told that it was most 
likely owing to an inflammatory condition involving the 
right ovary. 

Although pale at the time of physical examination the 
patient was not in a state of shock. The pulse rate was 84, 
and the blood pressure 116 mm. of mercury systolic and 84 
mm. diastolic. An hour later the pulse rate was 80 and the 
blood: pressure 144 mm. systolic and 90 diastolic. Respira- 
tions were 20 per minute. The temperature was 98.8° F. 

There was mild tenderness in the right lower quadrant of 
the abdomen. Dark, tarry material was deposited on the 
examining finger at the time of rectal examination. No abnor- 
mality was noted in pelvic examination. 

The results of urinalysis were within normal limits. The 
erythrocyte content of the blood was 2,760,000 per cu. mm. 
and the hemoglobin value was 52 per cent. Leukocytes num- 
bered 8,150 per cu. mm. and the cell differential was normal. 
An infusion of two pints of blood was given the first evening 
the patient was in the hospital, and one pint the next day. 
After the second infusion of blood the hemoglobin value 
was 59 per cent, erythrocytes numbered 3,110,000 per cu. 
mm. and the cell volume was 34 per cent of the whole blood. 
The following day the hemoglobin value was 80 per cent and 
the cell volume 41 per cent. 

X-ray examination of the gastrointestinal tract was car- 
ried out and a duodenal ulcer was believed to be present. 
This opinion was confirmed upon examination of a film 
made six hours later when the patient was again given 
barium by mouth. 

Considering the age of the patient and the fact that the 
gastrointestinal bleeding was the second such episode it was 
felt that gastric resection was the treatment of choice. 

Two days later a transverse incision was made in the 
upper abdomen. The stomach and duodenum appeared to be 
normal. The stomach was mobilized after ligation of the 
vessels along the greater curvature, and the first part of the 
duodenum, pylorus and stomach could then easily be exam- 
ined posteriorly. There was no evidence of duodenal ulcer. 

Upon exploration of the small intestine, a Meckel’s diverti- 
culum was observed about 20 inches from the ileocecal valve. 
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This area of ileum was resected and end-to-end anastomosis 
of the ileum was done. 

The diverticulum was 1.5x2 cm. in diameter, and the diam- 
eter of the opening of the diverticulum into the ileum was 
8 mm. Distal to the opening there was an ulcer 1.8x0.8x2 cm., 
and adjacent to it was an ulcer 3 mm. across (Figure 1). 
Both ulcers contained bright red blood. Microscopic exam- 
ination of the mucosa of the diverticulum revealed hetero- 
topic tissue similar to the pepsin-producing cells of the stom- 
ach. No acid-producing cells were present. 

During and after the operation the patient was given 
blood and fluids as well as terramycin intravenously. The 
course was entirely uneventful, and the patient was dis- 
charged from the hospital a week after the operation. 

When last observed, a year later, the patient .was entirely 
asymptomatic and had had no pain in the right lower 
quadrant of the abdomen. Erythrocytes numbered 3,300,000 
per cu. mm. of blood and the hemoglobin value was 72 
per cent. 


DISCUSSION 


Complications associated with a Meckel’s diverticulum 
are much more common in young persons, especially in chil- 
dren, than in persons the age of the patient in the present 
case. 

Although no acid-producing cells were observed micro- 
scopically, the ulcerations of the ileal mucosa were probably 
caused by secretions from tissue in the mucosa of the diver- 
ticulum which resembled the pepsin-producing cells of the 
stomach. Wangensteen and co-workers’ observed in experi- 
mental work on the esophagus that contact of acid gastric 
juice with the mucosa of the esophagus had a very prompt 
and devastating effect. Since hydrochloric acid, in concen- 
tration similar to that in the gastric juice, had very little 
effect alone, they concluded that it is peptic activity that is 
the important factor in ulcer formation. 

Bleeding from an ulcer associated with a Meckel’s diver- 
ticulum is usually evidenced by a “currant jelly” clot, rather 
than by tarry material as in the present case. 

Of special interest was the disappearance of pain in the 
right lower quadrant of the abdomen, which the patient 
had had for 30 years, following removal of the portion of 
ileum containing the Meckel’s diverticulum and the ulcers. 

This case serves further to emphasize the importance of 
complete exploration of the gastrointestinal tract, particu- 
larly the terminal six feet of ileum, in cases in which bleed- 
ing duodenal ulcer is diagnosed and no evidence of duode- 
nal ulceration is found upon operation. As McGraw’ stated, 
massive bleeding, the most serious condition associated with 
a Meckel’s ‘diverticulum, can be quickly and easily con- 
trolled by excision or resection of the involved area. 


SUMMARY 


A brief discussion of Meckel’s diverticulum has been 
presented, as well as reference to the complications which 
so often accompany this anomaly. Gastrointestinal bleed- 
ing has been particularly emphasized, and a case report per- 
taining to this complication has been presented. 

359 Hawthorne Avenue. 
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Coccidioidomycosis of the Epididymis 


A Report of Two Cases 


G. AMROMIN, M.D., Exeter, and 
Cc. M. BLUMENFELD, M.D., Sacramento 


Despite the frequent occurrence of pulmonary coccidioido- 
mycosis in endemic areas, the recorded instances of involve- 
ment of the epididymis and testicle are rare.’ Only four cases 
have been reported to date.” ° Following are descriptions of 
two additional cases of this infection in which the epididy- 
mis was involved, with some reference to the further simi- 
larity of this fungous infection to tuberculosis. 


CASE REPORTS 


Case 1: A 36-year-old white American agricultural chem- 
ical salesman, a resident of Tulare County, had pulmonary 
coccidioidomycosis in 1947, At that time the illness was char- 
acterized by fever, malaise, pains in the joints and cough of 
some three weeks’ duration, with a convalescent period of 
three months. No skin lesions were observed. Reaction to a 
skin test with coccidioidin in dilution of 1:100 was positive 
at some time during this illness. Around October, 1950, as 
nearly as he could recall, the patient noted swelling of the 
left side of the scrotum. At first this was thought to be a 
recurrence of an inguinal hernia which had been repaired 
approximately twelve years previously. Later, however, the 
patient associated it with minor direct trauma to the region. 
The swelling appeared to diminish with bed rest, applica- 
tion of heat to the area, and scrotal support. Except for 
recent appearance of tenderness on touch in the area of the 
left inguinal region there were no other complaints. 


Upon physical examination an elliptical smooth 10x6 cm. 
swelling in the region of the left scrotum was noted. Tender 
but not inflamed, it appeared to encompass the testicle and 
distal epididymis. The lesion was translucent. No other 
abnormalities were observed in the physical examination. 


The left testis and epididymis, and a hydrocele, were 
removed April 23, 1951. The postoperative course was 
uneventful except for transient swelling four weeks later 
in the right part of the scrotum, which completely subsided 
on bed rest and scrotal support. The wound healed by pri- 
mary intention. 

The excised testicle with surrounding thickened tunica 
and portions of appended cord structures weighed 75 grams 
and measured 9x6x4 cm. The tunica vaginalis appeared 
fibrous, was up to 2 mm. thick, and was gray-white. The 
inner aspect of the tunica was hemorrhagic and irregular. 
The epididymis was nodular and firm and contained numer- 
ous caseous areas. The testicle measured up to 4.5 cm. in 
greatest diameter and no abnormalities were visible macro- 
scopically. 

In microscopic examination diffuse fibrosis of both the 
tunica vaginalis and the epididymis was observed. Within 
the fibrous tissue were multiple granulomas, some with 
caseous centers surrounded by epithelioid cells, fibroblasts, 
mononuclear cells, polymorphonuclear leukocytes, plasma 
cells and multinucleated giant cells. Numerous spherules of 
coccidioides immitis were noted, many with prominent endo- 
spores. Within the tubules of the epididymis were large num- 
bers of round cells and polymorphonuclear leukocytes, as 
well as spherules of coccidioides immitis. The testicle was 
apparently uninvolved except for atrophy of the seminifer- 
ous tubules and decrease of maturation of spermatozoa. The 


Presented before the Section on Pathology and Bacteriology at the 
81st Annual Session of the California Medical Association, Los Ange- 
les, April 27-30, 1952. 
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diagnosis was coccidioidomycosis of the epididymis with 
atrophy of the testicle. 


In a serologic test for coccidioidal infection three days 
after the operation there was a 4 plus complement fixation in 
a 1 to 8 dilution. Precipitins were absent. Examination of 
blood drawn June 5, 1951, was carried out and complement 
fixation was 2 plus in a 1 to 16 dilution and 4 plus in 1 to 8 
dilution. Precipitins were absent. The conclusion* on the 
first test was that it confirmed that the lesion was caused by 
coccidioidal infection, and on the second test that there 
was “significant rise in titer.” 


Case 2: The patient was a Japanese male, 58 years of age. 
After emigrating from Japan to California, he lived in the 
Sacramento Valley except for two periods: he was encamped 
at Tule Lake during the war, and he visited a friend near 
Stanford University for two days. He worked on ranches at 
or near Wheatland, Davis and Woodland, California, often 
in a dusty atmosphere. On March 1, 1948, while pulling up 
boards from a floor on a ranch at Wheatland, he was struck 
on the scrotum and perineum by a 2x6 joist. The scrotum 
and perineum became swollen and blue; blood issued from 
the urethra, and the patient was unable to void urine. He 
was treated at a hospital for a rupture of the urethra at the 
bulbomembranous junction. On the sixth postoperative day 
an abscess which had developed in the left part of the scro- 
tum was incised and drained. When the patient was dis- 
charged, three weeks after the accident, he could urinate 
normally and all wounds were healed, but the left epididymis 
was slightly indurated. Since it was at the site of incision 
for the scrotal abscess, the lesion in the epididymis was 
considered to be due to local reaction plus the preceding 
trauma and infection owing to the use of retention catheters 
in the postoperative period. 


The patient returned for observation at intervals of three 
weeks, Each time, he complained of discomfort or pain in 
the left part of the scrotum. Moderate swelling of the lower 
pole of the left epididymis persisted. The patient had no 
other complaints, and returned to work. The pain persisted, 
and the epididymis remained enlarged. Surgical removal of 
the epididymis was advised. 


At operation, May 5, 1950, the left testis, epididymis and 
spermatic cord were removed. Nodular swelling of the tail of 
the epididymis and related spermatic cord was noted in 
macroscopic examination of the fixed specimen. In the cut 
surfaces there was a lesion 1.5 cm. in diameter, consisting 
of pasty, greenish-yellow material surrounded by a firm gray 
wall. Microscopic study disclosed conglomerate foci of 
chronic granulomatous inflammation with numerous areas of 
necrosis. Large, doubly-contoured, round or oval cells con- 
taining numerous endospores were present in necrotic mate- 
rial and in multinucleated giant cells. The diagnosis was 
coccidioidal granuloma of the tail of the left epididymis, and 
atrophy of the left testis. 


Following upon this diagnosis, an intradermal test with 
1:100 coccidioidin was done. A doubtful reaction ‘occurred. 
No lesions were observed in an x-ray film of the chest. Six 
weeks later there was swelling and tenderness of the left 
half of the scrotum, with a small draining sinus in the center 
of the incisional scar. The left half of the scrotum was 
removed June 26, 1950. An abscess 1.5 cm. in diameter con- 
taining thick green pus was observed in the fixed specimen. 
It communicated with the free surface by a sinus. An 
abscess, with granulomatous foci containing coccidioides 
immitis cells, was seen on microscopic study. The diagnosis 
was coccidioidal granulomas of the left half of the scrotum. 
The patient was well after the operation. 


* By Charles E. Smith, M.D., Dean, School of Public Health, Uni- 
versity of California, Berkeley. 
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Reported by 


Weyrauch 
and co-workers*® 


Rohn and 


co-workers” 


Amromin, 
Blumenfeld 


TABLE 1.—Data on Six Cases of Coccidioidal Involvement of Genitalia 


Case No. Age Race 
1 42 W 


W 


Negro 


Filipino 


Previous History 
of Infection 


17 mo. 


5 yr. 


Testicular swelling 
began at time of 
original infection 


5 yr. 


3 yr. 


Coccidioidin 
Skin Test 
Slightly 
positive, 1:10 


Strongly 
positive 
Positive 


1:1000 


Questionable 
1:10 and 1:100 


Positive 
1:100 


Serologic 

Test 

Compl. fix. 
Strongly positive 
Precipitins neg. 


Compl. fix. 
Strongly pos. 
Precipitins neg. 
Rapid fall after 
operation 


Compl. fix. 
4 plus 1:2 
Precipitins neg. 


Compl. fix. pos. 
through 1:128 


Compl. fix. pos. 
4 plus 1:8 


Miscellaneous 


Blow to scrotum 
accentuated 
already present 
swelling (for 
two years) 


Evidence of other 
sites of involve- 
ment and progres- 
sive dissemination 


Questionable 
history of trauma 


Japanese Date unknown 


DISCUSSION 


The chlamydospores and arthrospores of coccidioides 
immitis enter the human body through the respiratory tract. 
In about 40 per cent of persons so infected, pneumonic or 


respiratory symptoms of sufficient severity to warrant atten- 
tion occur. However, in only about one case in a hundred 
in which there is clinical disease does extrapulmonary dis- 
semination occur. If there is to be dissemination, it will 
happen shortly after the primary infection is incurred, most 
frequently within weeks and infrequently after a period of 
months.’ Smith and co-workers‘ reported dissemination in 
12 of 1,351 cases of coccidioidal infection studied and noted 
that the longest period between infection and dissemination 
was four months. With dissemination, the process may pro- 
gress as the so-called coccidioidal granuloma, or occasionally 
undergo complete remission and cure. In some instances, 
however, dissemination may result in only a single focus 
of extrapulmonary coccidioidomycosis. This could conceiv- 
ably be the result of healing of other foci of involvement 
with only a single active center remaining, or possibly, only 
a single metastatic lesion may occur at the time of dissemi- 
nation. Smith and co-workers,’ in a study of 419 patients 
with extrapulmonary lesions, found that 75 (18 per cent) 
could be classified as having only a single extrapulmonary 
focus of active coccidioidomycosis. Rohn and co-workers,” 
in a review of autopsy data on 214 cases of disseminated 
coccidioidomycosis, noted only two instances in which there 
was involvement of the epididymis. With the two cases re- 
ported by Weyrauch and co-workers’ and the two reported 
herein there are in all six cases of record in which there 
was involvement of the genitalia (Table 1). In five of the 
cases apparently the sole or predominant site of extrapulmo- 
nary involvement was the epididymis, with or without exten- 
sion into surrounding tissues. 

The extent to which extrapulmonary coccidioidomycosis 
mimics disseminated tuberculosis has been commented upon 
by Smith, Beard and Saito.* The instances of epididymal, 
scrotal or testicular involvement by coccidioides immitis 
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(4-26-51) 
Compl. fix. pos. 
4 plus 1:8 and 
2 plus 1:16 

(6-5-51) 
Precipitins neg. 


Positive None Blow to scrotum . 


1:100 


suggest a similarity to “isolated organ tuberculosis.” It is 
well-known that extrapulmonary tuberculosis may not be- 
come clinically manifest until many years after the pulmo- 
nary infection. Of interest is the remarkably long period of 
latency between the primary infection, dissemination, and 
the clinical evidence of scrotal involvement in five of the 
six reported cases of coccidioidal involvement of the geni- 
talia. Except for Case 1 of Rohn and co-workers, in which 
clinical evidence of testicular involvement was present at the 
time of the original infection, the latent period varied from 
17 months to five years. In Case 2 reported herein, actual 
time of original infection was undetermined. The long inter- 
val between known pulmonary infection and clinical genital 
involvement in coccidioidomycosis emphasizes another point 
of similarity between tuberculosis and coccidioidomycosis. 
Apparent clinical cure of primary coccidioidomycosis must 
be followed by serologic study before single or multiple 
extrapulmonary sites of involvement can be excluded with 
certainty. In all reported instances (except Case 2 reported 
herein, in which serologic test was not performed but a 
positive reaction to a skin test with coccidioidin was ob- 
tained) there was positive reaction to complement fixation 
tests. It is of interest that in Case 2 reported by Weyrauch 
and co-workers there was a rapid drop in titer shortly after 
the removal of the single metastatic focus. 

It is of passing interest that in two of the cases (one of 
those reported by Weyrauch and one reported here) the 
genital lesion was associated with a blow to the scrotum, 
and there was a questionable history of trauma in the other 
of the two cases herein reported. 


SUMMARY AND CONCLUSION 


Two cases of coccidioidomycosis involving the epididymis 
and surrounding tissues are reported. 

Attention is called to the remarkably long latent periods 
between the primary pulmonary infection and the Clinical 
evidence of genital involvement. 
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A parallelism is presented between “isolated organ tuber- 
culosis” long after the primary pulmonary infection has 
occurred, and a single site of extrapulmonary coccidioido- 
mycosis some time after primary coccidioidomycosis. 

215 Crespi Avenue, Exeter. 
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Two Cases of Fatal Pancytopenia 
Following Mesantoin® Therapy 


ROY SWARTOUT Ill, M.D., El Monte 


Mesantorn® (3 methyl -5, 5 ethyl phenyl hydantoin) has 
been known as an anticonvulsant drug since 1946.° Since 
that time seven cases of fatal pancytopenia associated with 
use of the drug have been reported.» **""* The author 
has observed two such cases in the past four years. 


CASE REPORTS 


Case 1: A 15-year-old white boy was admitted to the 
medical service of the Santa Barbara General Hospital on 
November 1, 1948, with complaint of furunculosis, bleeding 
from the nose and gums and multiple hematomas. 

The patient had been in good health until a year before 
admittance when he had two grand mal seizures. In July 
of 1948 he was examined by a neurologist who prescribed 
Mesantoin,® 0.1 gm. four times a day. Fourteen days later 
fever, sore throat, bleeding from the nose and gums and 
multiple furunculosis developed. Mesantoin was discon- 
tinued. At that time the patient was admitted to another 
hospital and multiple transfusions of blood were given. 
Bleeding was controlled only on the days blood was ad- 
ministered. The patient had not been able to attend school 
or to play for the previous three months because the slight- 
est injury caused hemorrhage. 

Upon physical examination the patient was observed to 
be well developed and well nourished. The skin was pale. 
There was profuse sanguinolent oozing of the gums. The 
venous pressure was 130 mm. of water. The blood pressure 
was 110 mm. of mercury systolic and 65 mm. diastolic. 
The pulse rate was 110 and respirations 28 per minute. 
The temperature was 100.2° F. A systolic murmur could 
be heard over the entire precordium, but there was no 
cardiac enlargement. The liver and spleen could not be 
percussed or palpated. A Rumpel-Leede test was done and 
at the end of 4 minutes there were 4 petechiae, at 10 min- 


From the Department of Medicine, Medical Center of El Monte. 
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utes 30 petechiae, and at 20 minutes 50 petechiae in the 
marked area. 

Erythrocytes numbered 2,280,000 per cu. mm. of blood 
and the hemoglobin content was 5.7 gm. per 100 cc. (Sahli). 
Leukocytes numbered 1,550 per cu. mm.—77 per cent 
mature lymphocytes and 23 per cent segmental polymorpho- 
nuclear cells. The direct platelet count was 95,760. The 
(Duke) bleeding time was 1 minute, the (Lee White) 
clotting time was 5 minutes. The prothrombin time was 
18 seconds (normal 13). Result of an indirect van den 
Bergh test was 0.9 mg. per 100 cc. The icteric index was 
12 units. A serologic test was negative for syphilis. The 
range of erythrocyte fragility was from 50 per cent to 38 
per cent (normal, 45-30). Blood was observed microscopic- 
ally in the urine and macroscopically in the stool. 

Examination of bone marrow revealed primarily aniso- 
cytic erythrocytes. Most of the nucleated cells were lympho- 
cytes. Only 18 per cent of the cells were of the granulo- 
cytic series. The majority of the granulocytic series were 
mature forms. 

A diagnosis of pancytopenia caused by Mesantoin was 
made. Treatment consisting of multiple transfusions, peni- 
cillin, liver extract, vitamin B complex, thromboplastin 
(10 cc.), vitamin K and ferrous sulfate daily was instituted. 
Despite these measures there was melena, rectal bleeding 
and severe epistaxis, and the condition of the patient 
deteriorated. Oozing from the site of the bone marrow 
puncture did not stop. On the eighteenth hospital day, the 
patient lapsed into coma and died. Permission for post- 
mortem examination was refused. 


Case 2: A 53-year-old white woman was examined May 
7, 1951, because of complaint of intermittent convulsions 
for two years. The patient (a registered nurse) stated she 
had as many as 50 or 60 “Jacksonian seizures” every day. 
They were described as episodes of numbness and tingling 
on the right side of the body, aphasia and weakness of 
the right hand. Frequently there was clonic movement of 
the right hand. Twice in two years these “slighter spells” 
had terminated in grand mal convulsions. The patient had 
been treated elsewhere with Dilantin® and phenobarbital 
without noticeable change. 


At the age of three, the patient fell approximately 15 
feet, striking the left side of the head. She knew of no 
other injury to the head. Until the onset of convulsions 
she had been in good health and had worked as a surgical 
nurse. 

The patient, thin, anxious, intelligent and cooperative, 
appeared younger than the stated age. 

Pronounced pyorrhea was present. There was consider- 
able tenderness in the left flank. No abnormalities were 
observed by a neurological consultant. Exophoria was noted 
by an oculist. . 

Erythrocytes numbered 4,000,000 per cu. mm. and the 
hemoglobin content was 12.3 gm. per 100 cc. Leukocytes 
numbered 8,450 per cu. mm. with normal cell differential. 
There were 4 cells per cu. mm. of cerebrospinal fluid and 
the protein content was 50 mg. per 100 cc. Pneumono- 
encephalography was done and widened cerebral sulci 
consistent with a diagnosis of localized cerebral atrophy 
were noted on the left side. A diagnosis of localized temporo- 
parietal Pick’s disease was made by the neurosurgical 
consultant. 

Mesantoin, 100 mg. three times a day, was prescribed 
and the patient was instructed to have urinalysis and exam- 
ination of the blood at two-week intervals for a month 
and then once a month. Two weeks after the patient began 
using Mesantoin the cell content of the blood was still 
normal and the incidence of seizures had been reduced 
from 50 to 60 a day to 10 to 20. The dosage of Mesantoin 
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was increased to 100 mg. four times a day and was con- 
tinued for seven months, during which time the patient 
did not report for examination of the blood. The seizures, 
however, apparently were well controlled. 

On December 17, 1951, the patient reported because 
she was having “electric shock” sensations on the right 
side of the tongue very similar to the sensations she had 
originally reported having in the right hand. Upon physical 
examination multiple purpuric spots over the entire body 
were noted and the patient was hospitalized immediately. 

The hemoglobin content of the blood was 6.4 gm. per 
100 cc. Erythrocytes numbered 2,580,000 per cu. mm. and 
leukocytes 2,250. Clotting time was 744 minutes (capillary 
tube method) and bleeding time 45 seconds (Duke). The 
prothrombin time was 14 seconds. The icteric index was 12. 
Pronounced hypoplasia of all the leukocyte elements was 
noted in examination of the bone marrow. Result of a 
serologic test for syphilis was negative. A Rumpel-Leede 
test was done and numerous petechiae appeared. There 
was blood in the urine and in the stool. No abnormality 
was noted in an x-ray film of the chest. 

The patient was given multiple transfusions, penicillin, 
liver extract, Terramycin, vitamin K, Pentnucleotide® and 
ferrous sulfate. At the time bone marrow was aspirated for 
biopsy, 60 mg. of iron peptonate was instilled into the 
marrow. This had no apparent effect. 

The condition: of the patient deteriorated steadily. On 
the eleventh hospital day there was sudden onset of con- 
gestive heart failure and the patient died. 

Postmortem examination. The bone marrow was essen- 
tially as has been described. The brain weighed 1,250 grams. 
Moderate subarachnoid edema was present and there were 
scattered small areas of subarachnoid hemorrhage over both 
cerebral hemispheres. In the left temporoparietal area there 
was an irregular firm yellow-red area surrounded by sub- 
arachnoid hemorrhage. In the area of the left external 
capsule were several scattered areas of cystic degeneration 
up to 2 cm. in diameter. In histological examination of the 
spongy area of the left temporoparietal region, cortical 
astrocytoma, Grade II, was noted. 

The postmortem diagnosis was (1) aplastic anemia sec- 
ondary to Mesantoin, (2) cortical astrocytoma, Grade II, 
of the left temporoparietal area and (3) multiple sub- 
arachnoid hemorrhages of the brain. 


DISCUSSION 


The cases here reported illustrate the fact that toxic 
reaction to Mesantoin may occur very early or late in a 
course of treatment. Unremitting caution must be exercised 
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in using drugs of the hydantoinate group and the blood 
must be examined frequently. The patient in Case 2, 
although a nurse whe should be expected to heed the 
instructions given for periodic examination of the blood, 
did not report for examination although she continued to 
take a potentially dangerous drug. Now, at the Medical 
Center of El Monte a list is kept of persons receiving toxic 
drugs and a note is made of the date they are scheduled to 
have follow-up examination of the blood. If the appointment 
is not kept, a registered letter is sent repeating the warnings 
already given to the patient and urging prompt medical 
attention. 


SUMMARY 


Two fatal cases of pancytopenia following Mesantoin 
therapy are reported. In one case toxic manifestations 
appeared late in the course of treatment with Mesantoin. 
Although the patient had been instructed to return period- 
ically for examination of the blood, she had not done so. 
A follow-up system for keeping track of patients who do 
not report on schedule while taking toxic drugs is suggested. 

701 South Hoyt Avenue. 
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Handsome Is... 


THERE IS MUCH that is positive, with regard to pub- 
lic relations, as the medical profession previews 1953. 

This encouraging circumstance is not the result 
of what we have said about ourselves so much as it 
is the result of what the profession has been doing 
and what others—publishers and political leaders— 
are saying of these actions. 

Examples? 

Without taking a professional position on the 
C.M.A.-C.P.S. report presented at the December 
meeting of the House of Delegates, here are two 
typical editorial comments from two of California’s 
leading newspapers: 


San Francisco News: “That the national leader- 
ship first taken by California’s organized medicos 
15 years ago is reasserted now in these new enlight- 
ened proposals should be a matter of pride to mem- 
bers of the profession and of gratification to the 
populace which will benefit when and if they are 
carried into effect.” 

Los Angeles Times: “These voluntary and coop- 
erative methods [Blue Shield] of meeting problems 
will be much more satisfactory than the plans for 
compulsory health insurance run by the govern- 
ment.” 

This positiveness may well be the reason for Gov- 
ernor Warren’s announcement late in December that 
he would have no specific recommendations to the 
1953 session of the Legislature on health insurance. 

Positive too, for the profession, was Oveta Culp 


Hobby’s colloquy with the editor of U. S. News and 
World Report: 


Editor: “You certainly don’t favor socialized 
medicine, do you?” 

Hobby: “Oh, no.” 

Editor: “I believe Eisenhower said something on 
this subject in his Los Angeles speech—do you re- 
member the direct quote?” 
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Hobby: “I have a copy. He said: ‘. . . The answer 
is to build on the system of voluntary, non-profit in- 
surance plans, which our people have already devel- 
oped at an amazing rate. Much remains to be done 
to perfect these plans so that they really supply ade- 
quate protection. But to destroy all this by piling 
government medicine on top would be disastrous.’ ” 

Further positive recognition is accorded the pro- 
fession in its endeavors in the field of cancer re- 
search while at the same time it makes every effort 
to keep the public from the clutches of charlatans. 


The Los Angeles Times editorialized: “The mem- 
bers of the medical profession are doing all they 
can to develop a real cure for cancer. They are as 
anxious in this quest as cancer sufferers themselves. 
It is from their officially constituted bodies alone, 
and only after lengthy testing, that the public can 
look for a reliable announcement of a true cure for 
the affliction.” 

Surely then it is not too much to hope that as we 
approach our problems and our projects in the fu- 
ture, the profession’s leaders at all levels—national, 
state and county—will keep in this positive vein. 

Too long, in our opinion, have the derelictions of 
but a few been to the detriment of the many. 
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The "Permanente" Plan: 
Its Organizational Form 


THE PERMANENTE system consists of four inter- 
related organizations together operating seven hos- 
pitals, twelve clinics, one research institute (at Bel- 
mont) and three rehabilitation centers.? Three hos- 
pitals* are under construction.” Its medical staff and 
hospitals furnish medical care and hospitalization to 
approximately 160,000 people in the San Francisco 
Bay Area, 50,000 in Southern California and 25,000 
in the Portland, Ore.-Vancouver, Wash., area.® 


The four organizations are: 


A. The Permanente Foundation: This is the par- 
‘ ent body founded on August 1, 1942. It is a “char- 
itable trust” and was created by the California Kai- 
ser Company, a Nevada corporation, for various 
purposes including furnishing of medical, nursing 
and hospital care, scientific research and medical 
education.’ Its initial capital consisted of the old 
Fabiola Hospital in Oakland, subject to a mortgage 
of substantial size..The Foundation is governed by 
a self-perpetuating board of trustees, the original 
trustees being Mr. and Mrs. Henry J. Kaiser, their 
son Edgar, their attorneys, Paul S. Marrin and 
Thomas K. McCarthy, and two of Mr. Kaiser’s busi- 
ness executives, E. E. Trefethen, Jr., and G. G. Sher- 
wood. The Foundation owns the various hospitals, 
clinics and rehabilitation centers. It does not operate 
them, this being the function of the organizations 
described below. Its revenues are derived from rent- 
als paid for use of its buildings and facilities. 


B. The Permanente Health Plan: This is the en- 
tity that sells medical and hospital care to the public. 
It is a “non-profit trust” created on September 8, 
1945, with an initial capital of $5,000. Its function 
is “to enroll members, collect funds and keep rec- 
ords of eligibility.”* For monthly charges ranging 
from $3.25 to $6.95 it offers medical and surgical 


aun se hospitals are in San Francisco, Los Angeles and Walnut 


VOL. 78, NO. 2 + FEBRUARY 1953 


care by Permanente physicians, hospital care in Per- 
manente hospitals and drugs and medicine while 
hospitalized.5 Subscribers are charged $2.00 per 
home call after the first, $1.00 per office visit, $60.00 
per confinement and $15.00 for a tonsillectomy. De- 
pendents must pay $2.00 per home visit, $1.00 per 
office visit, $95.00 per confinement and $35.00 for 
a tonsillectomy. These charges are in addition to the 
regular monthly fees.5 The Health Plan obtains the 
medical care that it sells by purchasing same from the 
“Permanente Medical Group” and it secures hospi- 
tal facilities for its subscribers and their dependents 
by purchase from the Permanente Hospitals, a cor- 
poration. Actually, it divides its revenues as follows: 
A portion (estimated at 40 per cent) to the “Med- 
ical Group,” another portion (also estimated at 40 
per cent) to the Permanente Hospitals, and the re- 
mainder it retains for its own administrative and - 
sales costs.* The Health Plan is governed by a board 
of trustees including Kaiser executives, E. E. Tre- 
fethen, Jr., G. G. Sherwood and Harry F. Morton, 
and Kaiser attorneys, Thomas T. Inch and Thomas 


K. McCarthy. 


LEWIS A. ALESEN, M.D. 

JOHN W. GREEN, M.D. . 
DONALD A. CHARNOCK, M.D. . 
WILBUR BAILEY, M.D. . 

SIDNEY J. SHIPMAN, M.D. . 
ALBERT C. DANIELS, M.D. . 
DONALD D. LUM, M.D. . Chairman, Executive Committee 
DWIGHT L. WILBUR, M.D. . Editor 


JOHN HUNTON... .. .. . « Executive Secretary 
General Office, 450 Sutter Street, San Francisco 8 


ED CLANCY . 


President 

. President-Elect 

. Speaker 

. Vice-Speaker 

. Council Chairman 


. Secretary-Treasurer 


. Director of Public Relations 


Southern California Office: . 
417 South Hill Street, Los Angeles 13 * Phone MAdison 8863 


141 











C. The Permanente Hospitals: This is a Califor- 
nia non-profit corporation organized in February 
1948. It was incorporated by three attorneys in the 
law firm of Thelen, Marrin, Johnson and Bridges 
which represents Henry J. Kaiser. It leases from the 
Permanente Foundation the various hospitals and 
clinics owned by the Foundation. In turn, it re- 
ceives money from the Health Plan (as above out- 
lined) and from the “Medical Group” for use by 
the physicians of out-patient departments of the hos- 
pitals. It also collects from whatever “private” pa- 
tients use the Permanente hospitals. 

D. Permanente Medical Groups: These are or 
will be partnerships of physicians who furnish med- 
ical services to the people who buy the “Health 
Plan.” One such partnership, headed by Dr. Sidney 
R. Garfield, exists in the San Francisco Bay area. 
Others, apparently, are planned elsewhere in the 
state.* Senior Permanente physicians are partners, 
those with little seniority are employees on a fixed 
salary basis. These physicians are the professional 
staff serving Health Plan subscribers and families. 
Their source of income consists of that portion of 
Health Plan monthly charges that is allocated to the 
“Medical Group” plus, it is believed, a portion of 
the additional fees paid by Health Plan families for 
home and office visits, maternity cases, tonsillecto- 
mies, etc. 

E. Miscellaneous: In addition to the big four 
“Permanente” organizations there are several aux- 
iliaries, such as Kabat-Kaiser Institute, a California 
non-profit corporation; Royfield Company; Perma- 
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nente School of Nursing and the research institute 
at Belmont. 

These closely knit enterprises are unique in the 
application to medical and hospital care of two 
mass-production concepts: (1) assurance of the 
large clientele or “market” through prepayment 
(thus steering subscribers to Permanente hospitals 
and physicians) with ample revenues from monthly 
fees plus extra charges of one sort or another, and 
(2) utilization of surplus funds for expansion and 
even more expansion (the non-profit trust concept 
eliminates distribution of excess funds to the found- 
ers as well as taxation of such funds—hence, expan- 
sion is the only outlet). The economics of the appli- 
cation of industrial mass production techniques to 


the highly personal, sensitive physician-patient rela- 


tionship is well stated by Dr. Garfield: “The greatest 
tribute to this economic achievement is the present 
loan secured from the banks for our new construc- 
tion. One million dollars of the new $9,500,000 proj- 
ects was donated by the Henry J. Kaiser Company 
and the Kaiser Steel Corporation. The remainder 
will be financed by commercial banks.” 


REFERENCES 
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Proceedings, Interim Session, House of Delegates 


San Francisco, December 6-7, 1952 


Saturday Morning Session 


The Interim Session of the House of Delegates of 
the California Medical Association was called to 
order on Saturday, December 6, 1952, 10:15 a.m., in 
the Room of the Dons, Mark Hopkins Hotel, San 
Francisco, Calif.; Dr. Donald Charnock, Speaker, 
presiding. 

Dr. DonaLtp A. CHARNock: Ladies and gentle- 
men, the Second Interim Session of the House of 
Delegates of the California Medical Association will 
please be in order. The first order of business is 
the report of the chairman of the Credentials Com- 
mittee, Dr. Thomas M. Foster of San Jose. 


REPORT OF CREDENTIALS COMMITTEE 


Dr. THomas M. Foster: Mr. Speaker, a quorum 
is present and seated, there being substantially more 
than 130 members present at this time. 

SPEAKER CHARNOCK: Thank you, Dr. Foster. 
With the consent of the House, we'll take this quo- 
rum report in lieu of a roll call. The roll call is 
visually put on the large board in the lobby, so that 
at any time you can verify the presence of a quorum. 

There are just a couple of announcements to 
make. First I should like to name the Reference 
Committees. Reference Committee No. 1: Douglas 
H. Batten, San Diego, chairman; Roland J. Jantzen, 
Ventura; and J. W. Moore, Ventura. Reference 
Committee No. 2: Stanley Truman, Oakland, chair- 
man; John C. Ruddock, Los Angeles; and Samuel 
B. Randall, Santa Cruz. Reference Committee No. 3: 
E. C. Halley, Fresno,-chairman; E. C. Rosenow, Jr., 
Pasadena; and Francis Rochex, San Francisco. Ref- 
erence Committee No. 4: Dr. Arthur A. Kirchner, 
Los Angeles, chairman; Wayne P. McKee, Ferndale; 
and Albert G. Miller, San Mateo. Credentials Com- 
mittee: Thomas Foster, San Jose, chairman; Patrick 
F. Taft and Ewing L. Turner of Los Angeles. With 
the consent of the House, these committees will 
stand. 

At this time it is my privilege to present to you 
the President of the California Medical Association, 
Dr. Lewis A. Alesen. (Applause. ) 


ADDRESS BY LEWIS A. ALESEN 


Dr. Lewis A. ALESEN: Mr. Speaker, ladies and 
gentlemen of the House of Delegates, it is a pleasure 
to be here. I am proud to be a Doctor of Medicine, 
and I’m proud to be a member of the California 
Medical Association. 

The duty I have to perform this morning indeed 
is a most pleasurable one, as you will see in just a 
few moments. One of the happy experiences of my 
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young life during my college years was the oppor- 
tunity to read that book by Ian Maclaren, “Beside 
the Bonnie Briar Bush,” and you will recall that a 
large portion of the book is devoted to the life and 
activities of a doctor of the old school. A man by 
the name of William MacLure spent forty years of 
his life serving the little Scottish community: of 
Drumtochty, and in the heat of summer and the cold 
and snows of the winter, old Dr. William MacLure 
was never found wanting. He traveled for miles and 
miles across the mountain ranges. When the time 
came that Dr. William MacLure died, it was a cold 
wintry day, and the roads were all blocked for the 
funeral services, and everybody, at least those peo- 
ple whom he had served for so many years, came to 
pay tribute to him. At the time I read that book, I 
was stimulated by the life and the activities of this 
wonderful man, and I’ve often thought of the things 
doctors actually do for their patients—things that 
don’t very often get into the front. 

It is appropriate that the California Medical As- 
sociation should see fit to pay tribute to associates 
and senior citizens before they have passed into the 
Great Beyond. It has been the custom, as you know, 
in the past several years, to give a fifty-year pin to 
our members who have been members for that length 
of time. This morning the gentleman that we’re 
about to honor is a man who has practiced in Oak- 
land for that number of years. He was born in Santa 
Cruz in 1877. He graduated from the University of 
California in 1902, and went down to Monterey 
County for practice for about five or six years. From 
there he went to practice in Oakland, where he has 
worked ever since. His grandfather was one of the 
founders of the Pony Express. During this doctor’s 
life, he has been a general practitioner of the old 
school. He has done a great deal of work in medical 
organizations, particularly in malpractice, where he 
has been chairman of the Alameda-Contra Costa 
Medical Society Malpractice Committee for a num- 
ber of years, and though he’s retired, he still is active 
in that committee’s work. He has three children, 
eight grandchildren, and three great-grandchildren. 
Mr. Speaker, it is a pleasure to present a fifty-year 
pin to Dr. Ergo A. Majors. (Applause. ) 

. .. Whereupon Dr. Alesen presented a fifty-year 
pin to Dr. Majors. ... 


ADDRESS BY ERGO MAJORS 


Dr. Erco Mayors: Delegates, ladies, members, 
President Alesen, I have you to thank for this honor, 
and my father the honor for giving me good genes, 
I think. The only thing about me is I’ve practiced 
fifty years, but I want to say that I have not retired. 
(Laughter and applause.) 
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I would just like to tell you a few little stories 
about the beginning of my life. I started in Toland 
College on Chestnut Street, and went there for about 
three months. Dr. Cole was then the dean of the 
college, and I remember his statement the day we 
arrived. He said, “Gentlemen, this is the only build- 
ing in the State of California that has a surplus after 
being built, and it is the only honest building in 
the State of California.” That was true. There were 
several thousand dollars left after having built and 
equipped the building. 

I want to tell you about the first operation I ever 
saw. I was sitting in the operating room at old 
County Hospital and Dr. Robert McClaine was the 
operator. In those days a man was judged by his 
ability to amputate a leg or arm or finger. I remem- 
ber seeing him come in in his Prince Albert suit, 
walk over to the sink, take off his double cuffs, roll 
up his sleeves, put on a kitchen apron, take a bar of 
soap, and wash his hands. Then he went over, and 
his face was draped. I remember seeing him put 
iodine all over the leg, and in four minutes that leg 
was off. He was considered one of the best surgeons 
in the United States at that time. (Laughter.) 

I also remember watching our friend, Dr. J. 
Henry Barbat, one of the early surgeons from San 
Francisco, take about three hours to get an appen- 
dix. I sat there admiringly, wondering if I would 
ever be able to do such a thing. Nowadays I believe 
a man is considered to be a good or fair surgeon if 
he gets it out in about ten or fifteen minutes. But 
that was three hours. 

I went from San Francisco to Monterey County. 
I don’t think most of you men have ever seen a large 
typhoid abscess around the neck. In fact I guess 
most of you are not familiar with typhoid fever. I 
took a pocket case and opened this thing up. Pus 
ran all over everywhere; and the man got well, and 
is a prosperous farmer down there now. But if we 
didn’t make money any other time in the year, in 
= fall we always managed to clean up with typhoid 
ever. 

I remember one of the lecturers at the University 
said, “You can smell typhoid.” Well, I got so I could 
smell it. When you went in the room, you got a pecu- 
liar odor. But I’ve lost that knack now. 

I want to tell you one of the very first cases I had 
down there. One morning I was asleep and a fellow 
stepped up on the porch of our little house and he 
said, “Hurry up. My boy’s got lockjaw.” I got my 
pocket case and chloroform and cotton, and I said 
to my wife, “My God. I’ve never seen a case of lock- 
jaw.” I handed her a book and said, “Read this 
quick.” It said there had been a serum discovered 
that was of questionable value, but it should be used 
in case of lockjaw, and you should get out the seat 
of infection, give morphine, and stand by with 
chloroform whenever the patient had a spasm. 

Well I rushed into my little office, I got my pack- 
age of chloroform, got the cotton, my little pocket 
case, and got out in front, and here was a man in a 
“breaking cart.” He had two horses on the end of 
a board on a pair of wheels. There were no springs. 


There was no side or any protection, and we went 
eighteen miles up into the mountains, me holding 
on with one hand, and holding my precious drugs in 
the other. We got there, though. There was no ques- 
tion he had lockjaw, and he had it in a stone bruise 
in the heel. I got that out by having one of the 
boys put him under, and having a cowboy keep him 
under chloroform. All I had was a pocket case. After 
getting that done, I read about this serum, and I 
organized the boys into a pony express, as it were, 
and sent them into town to telephone to get some 
of this out on the afternoon train. 

The train that was to bring it should arrive at 
10:10 that night. They had phoned Salinas to have 
the package ready. When the train came in, the con- 
ductor didn’t know about the package. Everybody in 
the neighborhood had arrived by that time, and 
there was a crowd there. One of the boys jumped up 
and pulled the engineer off and said, ““We want that 
package.” He said, “I haven’t got it.” When they got 
to the express car, the man pulled a gun on them— 
thought they were being robbed—but they made him 
take out every package in the express car until they 
got down nearly to the last, and they found it, and 
came out that distance in fifty-six minutes. 

About six years ago this story was written up in 
the Saturday Evening Post, and they never bothered 
us because we held up that mail one hour and 
twenty minutes. The man got well and is the father 
of sixteen children. (Laughter.) 

One more case now showing what the country 
doctor has to do. I was sitting one night alongside 
this boy with whom I stayed nine days and nights, 
and I looked up and there was the face of a man at 
the window with a spearhead mustache, and it star- 
tled me. It happened to be the uncle of this boy, 
and he said to me, “One day if ever I get sick, you’re 
going to have to take care of me.” So about three 
years later, they came in one night after me and said 
this fellow was terribly sick back in the mountains. 
I went up to the end of the road where the trail 
began and found him yellow as a pumpkin, all 
swollen up, with a great big abscess in the upper 
right abdomen. We carried him out on a stretcher 
three miles to the end of the trail and put him on a 
wagon full of straw, and by the time we got down to 
where we were just about to enter Salinas, we picked 
up fourteen different people. That is the grapevine 
in the country—travels almost as fast as telephones. 
When we got there the man was about to die and I 
said to him, “Now listen, fellow. We’re going to 
have to do something desperate for you because I 
don’t think you’ll reach town.” He said, “Yes, doc- 
tor, whatever you say.” 

In those days we didn’t have novocaine, but I 
had some crystals of cocaine with me. I sent a boy 
down to the river with a pail and he brought up 
some water, and I made a solution (I don’t know 
the strength) and anesthetized the abdomen. 

But to go back, when the boy was after the water, 
we had an old Baptist minister with us, and he said, 
“Boys, let’s kneel and pray that God will help the 
hands of the young doctor about to operate on this 
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brother.” He got us down on the ground and he 
prayed and prayed and prayed, and my knees got 
sore, and I think everybody else’s, and I finally 
stopped him and said, “Now, listen, this man will be 
in God’s hands if you don’t shut up.” (Laughter.) 

Well, I made an incision and pus and gallstones 
flew all over the place. (Laughter.) I took him to 
town, he got well, and lived to die of locomotor 
ataxia over in Santa Cruz. 

That’s the lot of the country doctor. Through rain 
and storms, we had to drive horses. The speed limit 
of the horses—not the law limit, but the speed limit 
—about eight miles an hour. We got $25 for a con- 
finement, and $1.00 a mile mileage on top of that. 

I remember one day I was called up to Gonzales, 
eight miles north of Soledad, to see an old man who 
I thought was sick. He said, “Doctor, you know I’ve 
been doctoring. my boy. He’s got Bright’s disease. 
I’ve been giving him infusions of brucine and I 
know he’s got Bright’s disease because it made him 
urinate more.” 

We started out in the fog, my wife and I, about 
seven o'clock at night, and we missed the road that 
we should have turned off, but there was another 
road a little farther on. I got up there (I always 
drove with a lantern on my dashboard) and we 
came to a California gate—a wire attached to a post, 
and a loop of wire at the bottom of another post. 
First thing I knew the horses jumped and we were 
in this wire gate which had been left down. My 
wife jumped out to hold the horses. I talked to the 
horses and got them out of that and then went on. 

I told you about smelling typhoid. About 200 feet 
from the house I could smell it. The man had an 
abscess on the right lung, and was spitting up tre- 
mendous amounts of pus. That was the Bright’s dis- 
ease. I told him what to feed him, gave him a little 
something I had with me, and six months later he 
came in and said, “Well, I’m fine,” and a year later 
he was running a blacksmith shop down south some- 
place. Those are some of the things you get. 


One time I went sixty miles over the mountains, 
forty on horseback, down into the canyon. An old 
fellow had a fractured thigh, and when we got 
through he said, “Now, doctor, you know I have no 
money, but God will pay you as soon as you go to 
heaven.” 

The general practice of medicine to me has been 
a great pleasure. It’s been my hobby, my joy, because 
you become an intimate part of the family. I have 
said funeral serrnons, I have advised people as to 
their family relationships. I have been part of hun- 
dreds of families. I think that a specialty is a won- 
derful thing. It’s very: remunerative, and you can 
work very hard at it. But to me the general practice 
of medicine has been a great joy. I thank you very 
much. (Applause. ) 


SPEAKER CHARNOCK: Thank you, Dr. Majors, for 
some very interesting reminiscences. I couldn’t help 
but be interested in the Pony Express. I don’t know 
as we've added so much today. Of course he would 
have a siren along with him today. (Laughter.) 
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The next order of business is the report of Refer- 
ence Committee No. 3, Dr. E. C. Halley of Fresno, 
chairman. 


REPORT OF REFERENCE COMMITTEE No. 3 


Dr. E. C. Hattey: Mr. Speaker, and members of 
the House of Delegates: Reference Committee No. 3, 
composed of Dr. E. C. Rosenow, Jr., of Los Angeles 
County, Dr. Francis Rochex of San Francisco 
County, and Dr. E. C. Halley of Fresno County offers 
the following report dealing with and making rec- 
ommendations on all matters submitted to it in ac- 
cordance with Chapter V, Section 9, of the C.M.A. 
By-Laws. , 

The committee received from the House of Dele- 
gates seventeen resolutions at the meeting of April 
27. Two resolutions, No. 13 and No. 14, as intro- 
duced by Dr. J. D. McCarthy of Monterey, were 
withdrawn at his request during committee hearings 
after discussion revealed vigorous action was al- 
ready being taken to eliminate those abuses which 
led to the drafting of these two resolutions. Seven 
resolutions were accepted by the House as emer- 
gency resolutions and acted upon and disposed of 
at that session. The disposition of the seven emer- 
gency resolutions is a matter of record as printed 
in the official journal of this Association, to wit: 
CALIFORNIA MEDICINE, Vol. 77, No. 1, under date of 
July 1952. We see no reason for duplication of that 
record in this report. To clarify the record, Resolu- 
tion No. 15 referring to simplification of C.P.S. 
contracts was inadvertently numbered 5 in the House 
of Delegates proceedings as published in CALIFORNIA 
MEDICINE and was officially referred to the C.P.S. 
Study Committee. 

As a consequence of the action of the House, there 
have remained in the hands of Reference Committee 
No. 3 the following eight resolutions. These eight 
resolutions shall therefore be presented to the House 
for action at the Interim Session to be held in De- 
cember, 1952. 

Resolution No. 3 was introduced by Dr. Carl Had- 
ley of San Bernardino County, and is as follows: 

Wuereas, The use of -blood has reached a great 
importance in the practice of medicine and in the 
care of the sick; and 

Wuereas, Blood is being extensively used in the 
prevention of death, both in domestic life and in 
battle areas; and 

Wuereas, The collection and dispensing of this 
blood is a medical problem in all its aspects; and 

Wuereas, The collection and dispensing of this 
blood is being performed by the affiliated blood 
banks of the California Blood Bank Association; and 

Wuereas, The provision of blood for individuals 
with no financial or replacement obligation tends to 
undermine the self-reliance and independence of the 
public; and 

Wuereas, Certain civilian blood. procurement 
programs purport to provide blood for civilian in- 
dividuals without such responsibility; and 
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Wuereas, The magnitude of this program is such 
as to overtax the financial resources of any volun- 
tarily supported agency, and will inevitably lead to 
the transfer of such a‘program to the government as 
another socialistic and paternalistic enterprise; now, 
therefore, be it 


Resolved, That the House of Delegates of the Cali- 
fornia Medical Association go on record in recom- 
mending that the entire collection and dispensing of 
blood in California shall be under the direction and 
control of the California Blood Bank Commission. 


We of the committee offer the following: We were 
in agreement with the intent of this resolution when 
it was delivered to us at the Annual Meeting of April 
1952. We were then prepared to recommend favor- 
able action by the House, although we realized that 
there were many problems in the implementation of 
this resolution, in that this resolution has been held 
in committee since the last annual meeting. We have 
sought the advice of Dr. J. R. Upton, chairman of 
the C.M.A. Blood Bank Commission. Through the 
kindness of Dr. Upton, all C.M.A. Blood Bank Com- 
mission members, and the medical directors of our 
California Blood System Banks were polled as to 
their opinion with reference to the resolution. The 
result of said poll was favorable to the resolution 
and the C.M.A. Blood Bank Commission recom- 
mends a do pass. Your Reference Committee is 
now prepared to recommend passage of this resolu- 
tion except that we have substituted the correct title, 
to wit: California Medical Association Blood Bank 
Commission in two instances where incorrect termi- 
nology appears. 

Your committee considers this resolution as stat- 
ing a matter of principle rather than a specific 
method of operation and we recommend a do pass. 

Mr. Speaker, I move the acceptance of this section 
of the report. 


SPEAKER CHARNOCK: It has been moved that this 
section of the report be accepted. Is there any dis- 
cussion? 

Dr. C. J. Attwoop: Members of the House of 
Delegates, I wish to submit to you a substitute reso- 
lution, and to amend the resolution by the substitu- 
tion of this resolution, which I will now read to you. 
In explanation, however, I would like to say that 
the delegation from Alameda-Contra Costa County 
has only high praise and thinks we have a great debt 
of gratitude to the Blood Bank Commission, and to 
the director, Dr. Upton. We object, however, to the 
wording of the resolution, which definitely gives to 
the Blood Bank Commission “direction and con- 
trol.” We think that as a matter of policy, and with- 
out anything whatever to do with the present mem- 
bers of that commission, that it would be an inadvis- 
able thing to give to one commission, bureau, or any 
other group, such dictatorial powers over all the 
blood banks of our state, and that that might prove 
to be a disadvantageous thing in years to come, no 
matter what it is at the present time. Therefore we 
have drawn up a substitute resolution, and I have 
been authorized just a few moments ago by Dr. 
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Upton to state to you that he and the other members 
of the Blood Bank Commission, as now constituted, 
are agreeable and willing to accept this substitute 
resolution. They have approved of it. They have seen 
it. They know its wording, so that in accepting this 
substitute resolution, I’m authorized by Dr. Upton 
to say that it is with his blessing, and that he is 
agreeable to it. I will now read the substitute reso- 
lution. 

Wuereas, The use of blood has attained great im- 
portance in the practice of medicine and in the care 
of the sick, and is being extensively used in the pre- 
vention of death, both in domestic life and in battle 
areas; and 

Wuereas, In California the collection-and dispen- 
sing of blood is largely being performed by the vari- 
ous non-profit community blood banks, controlled, 
operated, and/or sponsored by county medical so- 
cieties, all of which are affiliated together under the 
title California Blood Bank System, and as such 
federation, work in partnership with the Blood Bank 
Commission of the California Medical Association; 
and 

Wuereas, The provision of blood for individuals 
without requiring financial or replacement obliga- 
tions tends to undermine self-reliance and indepen- 
dence on the part of the public generally; and 

Wuenreas, The magnitude of this type of program 
could well overtax the financial resources of any 
agency dependent upon voluntary contributions and 
hence could inevitably lead to transfer of such a 
program to the government as a socialistic and pa- 
ternalistic enterprise; now, therefore, be it 

Resolved, That the House of Delegates of the Cali- 
fornia Medical Association recommends that the 
collection and dispensing of blood in California be 
carried on by financially self-supporting, non-profit, 
community blood banks, controlled, operated, and/ 
or sponsored by the county medical societies oper- 
ating within the framework of the federation known 
as “California Blood Bank System,” and with proper 
guidance and assistance from the Blood Bank Com- 
mission of the California Medical Association. 

I move the acceptance of this substitute resolution 
for Resolution No. 3. 

. .. Whereupon a vote was taken and the substi- 
tute resolution was passed... . 

SPEAKER CHARNOCK: We will now vote on the 
report of Resolution No. 3 as amended by the sub- 
stitute. 

. .. Whereupon a vote was taken and Resolution 
No. 3 was passed as amended. .. . 

Dr. Hauer: Resolution No. 4 was introduced 
by Dr. Henry Gibbons III of San Francisco County. 
It is as follows: 

WueEreEas, The House of Delegates of the A.M.A. 
has adopted a resolution urging all constituent med- 
ical associations to form “grievance committees” to 
hear complaints from the public; and 

Wuereas, C.M.A. now has nineteen “grievance 
committees” in operation, offering the public a 
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means for the arbitration of complaints concerning 
the 11,000 members of organized medicine; and 


Wuereas, There are an estimzied 5,000 licensed 
physicians practicing in this state who are not mem- 
bers of organized medicine and therefore beyond 
its jurisdiction; and 

Wuereas, Unethical acts on the part of any doc- 
tor reflect on the medical profession as a whole, 
and it is essential that some method be devised 
whereby the public may be furnished with a means 
of arbitrating disputes between patients and non- 
member physicians; now therefore, be it 


Resolved, That C.M.A. undertake a study of ways 
and means to enable the public to register com- 
plaints against any physician licensed in this state 
and have controversies properly adjudicated; and 
be it further 


Resolved, That if it can be demonstrated that the 
establishment of such a forum would be feasible 
and effective, that proper steps be taken to acquaint 
the public with its existence. 


Your committee feels that this resolution offers 
insurmountable difficulties; that it would be most 
impossible for C.M.A. to devise ways of arbitrating 
disputes between patients and physicians not mem- 
bers of organized medicine. Because this resolution 
makes mandatory that C.M.A. undertake such a 
study and because we feel that such a study is more 
properly the function of the county medical so- 
cieties, we recommend it do not pass. 


Mr. Speaker, I move the adoption of this sec- 
tion of the report. ; 


SPEAKER CHARNOCK: Are you ready for the ques- 
tion? An “aye” vote on this, of course, will kill this 
resolution, as the committee has voted that it do 
not pass. 


... Whereupon a vote was taken and the reso- 
lution did not pass. . . 


Dr. HALey: Resolution No. 5 was introduced by 
Dr. Henry Gibbons III of San Francisco County 
and it reads as follows: 


Wuereas, A number of doctors who accept C.P.S. 
cases are reported to have presented false claims 
for service; and 


Wuereas, These false claims are alleged to have 
cost the funds of C.P.S. about one million dollars 
-during the last year; and 


Wuereas, This reported falsification reflects on 
the management of C.P.S. and the integrity of the 
physicians involved; now, therefore, be it 


Resolved, That the House of Delegates of the 
California Medical Association recommends that 
each component county medical society cooperate 
in helping to establish facts and in proceeding with 
suitable disciplinary measures against any of its 
members found guilty of such practices. 

It was the opinion of this committee that pos- 


sibly some of the losses incurred by C.P.S. were not 
due to false claims but rather to overuse of the plan. 
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Subsequent developments following our annual 
meeting of May, 1952, have pretty well substan- 
tiated our opinion. Nevertheless, we feel that a very 
strong stand should be made on the abuses referred 
to and we therefore recommend a do pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

... Whereupon a vote was taken and the section 
was adopted. ... 

Resolution No. 9 was introduced by Dr. Burt 
Davis of Santa Clara County and reads as follows: 


Wuereas, The American Medical Association has 
expressed editorially in the Journal dated April 12, 
1952, a desire for amendments to the income tax 
laws providing for tax postponements for moneys 
set aside for pensions of persons engaged in private 
individual enterprise, including Doctors of Medi- 
cine; and 

Wuereas, The House of Delegates of the Cali- 
fornia Medical Association has expressed an interest 
in amortizing over an appropriate period the cost 
of all technical and professional training; now, 
therefore, be it 


Resolved, That the House of Delegates of the 
California Medical Association request the Amer- 
ican Medical Association to expand its program of 
tax reform to include the capitalization of the costs 
of technical and professional education for tax 
amortization over an appropriate period. 


At the Annual Session in May 1951 a similar 
resolution was defeated by the House after the 
Reference Committee had pointed out that prece- 
dents and decisions had been established in the 
Internal Revenue Department against such amor- 
tization. The editorial from the American Medical 
Association referred to in the resolution concerns 
the Reed-Keogh Bill (H. R. 4371 and H. R. 4373). 
The bill would provide for a voluntary pension plan 
for self-employed professional individuals wherein 
these individuals could exclude from eurrent tax- 
able income amounts sufficient to finance a reason- 
able retirement annuity. Your committee feels that 
the Reed-Keogh Bill has much more chance of 
favorable action than would a bill to provide for tax 
amortization of a professional education. There 
must be some limitation on what the medical pro- 
fession should ask for all at one time; especially as 
this resolution proposes action in tax matters equally 
germane to other professions. Your committee is 
of the opinion nothing additional would be accom- 
plished by the adoption of this resolution and rec- 
ommends do not pass. 


Mr. Speaker, I move the adoption of this section 
of our report. 


SPEAKER CHARNOCK: Is there any discussion? 


Dr. Burt Davis: This mimeographed report of 
Reference Committee No. 3 which you have before 
you I note is dated November 1. Since the report 
was prepared, at least two things have happened. 
There has been some change in the prospect for 
political thinking in Washington and elsewhere, for 
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one point, and the second point is that Congress 
took no action on this Reed-Keogh Bill, and there- 
fore these comments are not pertinent. Now it may 
be that Reed-Keogh will be reintroduced in the 
next Congress. If it is, some of these points cov- 
ered by this resolution would be good to bring 
before the new Congress. I see no reason for basing 
our vote this morning on an opinion which was 
rendered under other circumstances, and I should 
like to move that this be returned to the committee 
for further study and brought up at the next annual 
session, after the new Congress has had an oppor- 
tunity to take some action along this line. 


... Whereupon a vote was taken, the motion was 
passed, and the resolution was recommitted to 
Reference Committee No. 3... . 


Dr. HALLEY: Resolution No. 10 was introduced 
by Dr. Burt Davis of Santa Clara County and is as 
follows: 


Wuereas, The 1951 House of Delegates of the 
California Medical Association at the May meeting 
passed a resolution concerning the financial con- 
tributions made to the Crippled Children’s Pro- 
gram by the local, state, and federal governments; 
and 

Wuereas, This resolution called attention to the 
fact that less than 10 per cent of the funds are 
appropriated by the federal governments; and 


Wuereas, The resolution took cognizance of the 
fact that, despite the small proportion of federal 
moneys invested, the administrative policies are 
dictated by the administrators of the federal act; 
and 

Wuereas, The resolution advocated “if necessary 
that state and local governments conduct these pro- 
grams themselves without federal assistance”; and 


WuHerEas, This matter has come to the attention 
of the California State Legislature in its budgetary 
meeting March, 1952; and 


Wuenreas, This matter has been under considera- 
tion by the Interim Ways and Means Committee and 
is also being considered by the Interim Public 
Health Committee at the present time; and 


Wuereas, These committees will report to the 
1953 Legislature in January of that year offering 
such suggestions as they deem necessary and advis- 
able; now, therefore, be it 

Resolved, That the House of Delegates of the 
California Medical Association hereby reaffirms its 
stand taken in 1951 that the Crippled Children’s 
Act, as largely financed by the state and local gov- 
ernments, is a state and local affair and should not 
be subject to the whims and fancies of federal 
administrators no matter how sincere; and be it 


further 


Resolved, That the House of Delegates of the 
California Medical Association instruct the secre- 
tary of the Association to express its appreciation 
to the respective committees of the California State 
Legislature which have recognized and are consid- 
ering this problem, and offer any assistance within 
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the power of the Association which these commit- 
tees may request in order that this odious practice 
may be eliminated. 


Your committee is of the opinion that all the 
important aspects of this resolution were already 
covered in Resolution No. 6 and that the resolution 
would add nothing to the policy of the Association. 
We therefore recommend that this resolution do 
not pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

... Whereupon a vote was taken and this section 
of the report was accepted. .. . 


Dr. HALLey: Resolution No. 12 was introduced 
by Dr. Hollis L. Carey of Butte-Glenn County and 
is as follows: 


Wuereas, Many small hospitals are to be built 
in the State of California within the next few years; 
and 


Wuereas, The small hospital is a unique enter- 
prise unto itself presenting many problems in de- 
sign, construction and operation; and 


Wuereas, Adequate guidance is completely lack- 
ing either from the federal or state public health 
department; now, therefore, be it 


Resolved, That a permanent file of each unit 
placed in operation within the past five years con- 
taining the complete history of the financing, con- 
struction, and operation, with recommendations for 
others in similar circumstances, be kept by the 
C.M.A. Committee on Rural Health and that each * 
new unit be requested to add their history to this 
file. 

Your committee feels this resolution defines a 
worthy purpose. For clarity, however, the commit- 
tee proposes an amendment to the resolution by 
changing the last paragraph of the resolution to 
read: 

Resolved, That the C.M.A. Committee on Rural 
Health be requested to establish a permanent special 
file on small rural hospitals. Said file would include 
a complete record of the planning, financing, con- 
struction, and operation of each small hospital 
placed in operation during the past five years as 
well as those placed in operation in future years. 
This file would also include recommendations of 
the planners of these institutions and would be made 
available to those who contemplate the undertaking: 
of comparable projects. 

Your committee recommends that the amended 
resolution do pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

SPEAKER CHARNOCK: Is there any discussion? 

Dr. Hotus L. Carey: Since this resolution was 
introduced into this House, the Public Health De- 
partment, through its agencies, has contacted me in 
this regard, and they are now running a parallel 
program to this particular resolution. Since I realize 
well the amount of work that will be involved by 
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the Rural Health Committee in undertaking this 
particular program, it would seem that a duplica- 
tion by the Rural Health Department might not be 
particularly wise. However, | have the feeling that 
this resolution has been an inspiration to the Public 
Health Department in its particular study of the 
small hospital program. I therefore believe that it 
would be wise to table this resolution—simply table 
it at the present time in such a manner that it could 
be brought up again if it is deemed necessary or 
wise by the House. I move, Mr. Speaker, that this 
resolution be tabled. 


... Whereupon a vote was taken by a show of 
hands, and the motion was passed and the resolu- 
tion was tabled... . 


Dr. Hatter: Resolution No. 16 was introduced 
by Dr. Leon P. Fox of Santa Clara County and is 
as follows: 


Wuereas, The public relations program of the 
medical profession in California is of necessity the 
largest and most outstanding in the country; and 


Wuereas, Experience has shown that timing, im- 
mediate action, and efficiency are imperative and 
best accomplished when the public relations depart- 
ment works independently of the administrative 
offices; and 

Wuereas, The present public relations depart- 
ment is somewhat hamstrung by the apparent lack 
of a far-reaching plan and by delay of action be- 
cause of channeling through the C.M.A. adminis- 
trative offices; and 


Wuereas, The C.M.A. is now a large organiza- 
tion requiring the full time executive secretary 
a duties are multiplying yearly; now, therefore, 
e it 

Resolved, That the House of Delegates of the 
C.M.A. designate the public relations department 
as a separate entity from the executive secretary’s 


office; and be it further 


Resolved, That the public relations department 
be under direct supervision of a director of public 
relations who shall be appointed by and answerable 
to the Council. 


The committee feels that the action requested does 
not fall within the province of the House of Dele- 
gates in its capacity as a legislative body, and 
would encroach on the administrative duties of the 
Council. We therefore recommend that this resolu- 
tion be referred to the Council for whatever action 
it deems necessary. 


Mr, Speaker, I move the adoption of this section 
of our report. 


SPEAKER CHARNOCK: It has been moved that 
this resolution be referred to the Council, so that 
is a move for referral. Is there any discussion? 


Dr. Leon P. Fox: Just a few years ago this 
Association spent a considerable amount of money 
to establish a public relations-educational program 
in this state. I know we all benefited in many ways. 
Since then we have decided to continue the public 
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relations campaign of education, to the public and 
ourselves, and to do this on our own in our own 
organization. This is necessary, we believe, to in- 
form the public of the advantages and attractions 
of private enterprise as compared to compulsory, or 
state medicine. We have set up our own bureau, 
which certainly is desirable. However, it has been 
made a subsidiary of the administrative department 
of our Association, and in my opinion, its activities 
have been continuously stifled in the background 
of a busy organization. 


The public relations department of the C.M.A. 
must be a fast-moving, efficient organization with 
expert personnel, and it must be of cabinet stature. 
We have the personnel. I’m sure the efficiency can 
be improved by complete divorce from the executive 
offices. Its stature would be greatly advanced. If it 
offered resolutions, they should be passed. Our 
executive department and the staff have a tremen- 
dous task directing the business activities of this 
Association. The public relations department has 
an equal sized task to do if we are to keep the 
private practice of medicine in the forefront and 
out of the hands of either compulsory state medi- 
cine, or more acutely at present, out of the hands 
of profiteering lay people, putting in cut-rate med- 
ical and hospital plans throughout this state. There- 
fore I ask you to reject the section of the commit- 
tee’s report and to direct the Council to divorce the 
public relations department from the executive sec- 
tion office. 


Mr. Speaker, I ask that this part of the report 
be rejected. 

SPEAKER CHARNOCK: Are you ready for the ques- 
tion? Your vote is upon reference of this resolution 
to the Council. 


Voice: I’d like to have a clarification of the 
meaning of this thing. I’m in doubt of what this 
whole thing means. Could I ask for clarification of 
the meaning of this resolution and remarks made. 

SPEAKER CHARNOCK: The resolution you have in 
printed form before you. The Reference Committee 
wishes to refer this matter to the Council for their 
action. You’re voting on a motion to refer this 
resolution to the Council. 


... Whereupon a vote was taken, and it was voted 
to refer this resolution to the Council... . 


Dr. HALtey: Resolution No. 17 was introduced 
by Dr. Albert G. Miller of San Mateo County and 


is as follows: 


Wuereas, The threat of socialization and nation- 
alization is definitely with us; and 


WHEREAS, It is urgent that we further emphasize 
our stand against such federal trends; now, there- 
fore, be it 

Resolved, That the California Medical Associa- 
tion instruct its delegates to the American Medical 
Association to sponsor a resolution to the A.M.A. 
House of Delegates session condemning the type 
of autocracy exhibited in the recent seizure of the 
steel plants by the President of the United States. 
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Your committee refers the House to Article I, 
Section 2 of the Constitution which reads as fol- 
lows: 


“Section 2—Purposes. 

“The purposes of this Association are to promote 
the science and art of medicine, the protection of 
public health, and the betterment of the medical 
profession; to promote similar interests of its com- 
ponent societies; and to unite with similar organiza- 
tions in other states and territories of the United 
States to form the American Medical Association.” 

While the committee is in sympathy with the 
thought expressed by the author, the issue has been 
fairly settled by two of the highest courts in the 
country since its introduction. More important, 
however, as concerns this legislative body of the 
California Medical Association, we are of the 
opinion it is not a resolution which should be prop- 
erly brought before the House and request the 
Speaker to declare it out of order. 

Mr. Speaker, I move the adoption of this section 
of our report. 


SPEAKER CHARNockK: First of all, in order to get 
this thing straight, not only have the courts had 
their word, but the people have, so the Speaker 
will declare that resolution out of order. 

Dr. HALLey: That is the conclusion of the reso- 
lutions left in committee since our last April session, 


and in conclusion I want to again thank you, Dr.. 


Rosenow and Dr. Rochex, the other two members 
of our committee, for your help and suggestions in 
formulating our report.’'We also wish to thank all 
the members of the House who appeared before the 
committee last April, either for or against any of 
these resolutions. It has been a distinct pleasure on 
my part, and I have tried to do my best as chairman 
of Reference Committee No. 3. (Applause. ) 

Mr. Speaker, I was a little previous there. I move 
the adoption of our report as a whole, as amended, 
and in preface to this, I did put that little comment 
on this report that was sent out to you, which is 
still true, with one exception. We said the committee, 
in presenting this report, as directed in the By-Laws, 
wishes to inform the House that since adjournment, 
we have received not one solitary communication 
or comment from any delegate, except in one in- 
stance where we specifically wrote for an opinion. 
We make this comment merely that it may help 
delegates better to evaluate the importance of two 
sessions annually. 

We wrote this report, it is true, November 1, and 
submitted it to the secretary of the C.M.A. for 
distribution to the delegates, so that was true No- 
vember 1. There has been only one exception to it 
now, and that’s on Resolution No. 3, where we had 
a belated appeal to us to change the wording of 
the resolution. It seems to me the purpose of two 
sessions is pretty much to get your comments as 
delegates, and we have had some response from 
the availability of your committee to hear your 
complaints or your desires in any way, shape, or 
form, and so I have appended that to the com- 
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mittee report. I heard there was some objection to 
it. I have to take a little responsibility for having 
written it in there myself, but that represents the 
facts as we have experienced as your Reference 
Committee No. 3. 

SPEAKER CHARNOCK: It has been moved and 
seconded that the Report of Reference Committee 
No. 3, as amended, be adopted. Are you ready for 
the question? 

..- Whereupon a vote was taken and the motion 
to accept the report as amended was passed. . . . 


SPEAKER CHARNOCK: Thank you, Dr. Halley. 

... Whereupon Dr. Wilbur Bailey, Vice-Speaker 
of the House of Delegates, took the chair. . . . 

SPEAKER WILBUR BatLey: The next item on the 
agenda is the report of Reference Committee No. 4, 
Dr. Arthur Kirchner, chairman. 


REPORT OF REFERENCE COMMITTEE No. 4 


Dr. ArtHuR A. KircHNER: Mr. Speaker, your 
Reference Committee No. 4 was appointed prior to 
the 1952 Annual Session and since that time has 
taken under consideration the proposed amendment 
to the Constitution and By-Laws presented at that 
session. At this time there are constitutional changes 
which are ready for action. 

The first one is Amendment No. 2 introduced by 
Dr. Lyle G. Craig in the Interim Session of De- 
cember of 1951, and is as follows: 

Resolved, That the Constitution of the California 
Medical Association be amended as follows: 

That in Article IV, Section 1, the first sentence 
be amended by deleting the word “regular” and 
inserting in its stead the word “annual,” so that 
this first sentence shall read: 

“At each Annual Session the House of Delegates 
shall by a majority vote, fix the annual dues to be 
paid by members of the Association for the ensuing 
calendar year.” 

The remainder of Section 1 shall be unchanged. 

Your Reference Committee believes that this 
amendment will clarify the present wording of the 
section and should be adopted. The committee rec- 
ommends that this amendment do pass, and we 
move the adoption of this portion of the report. 

... Whereupon a vote was taken, and that portion 
of the report was adopted. . . . 

Dr. KiRcHNER: The next is Amendment No. 2(b), 
introduced by Dr. Lyle G. Craig on behalf of Refer- 
ence Committee No. 3, Interim Session, December 
1-2, 1951, and is as follows: 

Resolved, That the Constitution of the California 
Medical Association be amended as follows: 

That in Article IV, Section 5, the first sentence 
be amended by striking out the word “regular” and 
inserting in its stead the word “annual,” so that the 
first sentence shall read: 

“At each Annual Session of the House of Dele- 
gates the Council shall submit to it an itemized 
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budget stating the proposed expenditures of the 
Association for the ensuing year.” 

The remainder of the Section 5 shall be un- 
changed. 


Your Reference Committee again believes that 
it will clarify the wording, and that the section 
should be adopted, and the committee recommends 
that it do pass. 

Mr. Speaker, I move the adoption of this section 
of the report. 


... Whereupon a vote was taken, and this section 
of the report was adopted by a two-thirds vote. .. . 

Dr. KiRcHNER: At the Annual Session last spring, 
we had Amendment No. 5, which was introduced by 
Dr. Dave Dozier of Sacramento County, which is 
as follows: 

Wuereas, Necessary costs of operation have com- 
pelled national, state, and county medical societies 
in many instances to raise annual dues to increas- 
ingly large figures, the total of which may amount 
to a considerable sum; and 


Wuereas, Many senior members of our society 
still in active but limited practice desire to retain 
regular membership in the California Medical Asso- 
ciation rather than accept classification as retired 
members; and 


Wuereas, In a certain number of instances be- 
cause of curtailed practice, etc., this works an undue 
financial hardship on these members; and 


Wuereas, As our Constitution and By-Laws are 


now written, there is at present no legal manner by 
which either the Council of the C.M.A. or the House 
of Delegates can grant pecuniary relief to those 
older members who from time to time seek assist- 
ance; now, therefore, be it 


Resolved, That the By-Laws of the California 


Medical Association be amended as follows: 


Chapter X—Funds, Assessments, etc. 
Section 2.—Dues. 
A third sub-section be added to read as follows: 


(c) Upon proper petition, the Council shall have 
the right to waive all dues and assessments to any 
member who is known to be an honorable member of 
the California Medical Association and who 


1. Has paid dues to the California Medical Asso- 
ciation for a period of 35 years or more, or who 


2. Has passed the age of 72 and paid dues to the 
California Medical Association for the preceding 
20 years, or who 


3. Presents satisfactory certification that he or she 
is at least 75 per cent disabled in the current fiscal 
year. 


Such petition shall be in each instance accom- 
panied by a letter of approval or endorsement by the 
directors of the member’s local county medical 
society. 

Your Reference Committee offered a substitute 
amendment to Dr. Dozier’s amendment at the An- 
nual Session, but since the substitute was ruled to 
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change the intent of the original, it was ruled out 
of order and the House voted to refer both the orig- 
inal and the proposed substitute back to this com- 
mittee. 

As a consequence the committee again went into 
session and we consulted at length with our legal 
counsel, and we are prepared to offer a new substi- 
tute, which is a By-Law amendment. For that reason, 
it isn’t necessarily an emergency measure, because 
a By-Law amendment needs to lie on the table for 
only twenty-four hours. I would like to read to you 
the substitute amendment. 

Resolved, That Section 3 of Chapter X of the By- 
Laws of this association, California Medical Asso- 
ciation, be amended by adding to said Section 3 a 
new sub-section (d) reading as follows: 

“*(d) Those active members who have reached the 
age of seventy years and who have been active mem- 
bers in good standing of this Association for a 
period of at least twenty years, and who have been 
certified to this Association by their respective com- 
ponent societies to have limited their practices due 
to advanced age or physical disability, may be re- 
duced to such proportion of the regular annual dues 
as the House of Delegates may determine, but in no 
event less than $4.00.” 


So that said Section 3, as amended, will read as 
follows: 

“Section 3.—Reduction of Dues. 

“The House of Delegates may reduce annual dues 
of active members, as follows: 

“(a) Those active members who have been in the 
practice of medicine for less than one year (on the 
first day of the calendar year for which such dues 
are payable) may be reduced to one fourth regular 
dues; 

“*(b) Those active members who have been in the 
practice of medicine for less than two years (on the 
first day of the calendar year for which such dues 
are payable), may be reduced to one half regular 
dues; ‘ 

**(c) Those active members who have been in the 
practice of medicine for less than three years (on 
the first day of the calendar year for which such 
dues are payable), may be reduced to three fourths 
regular dues; 

“(d) Those active members who have reached 
the age of seventy years and who have been active 
members in good standing of this Association for a 
period of at least twenty years, and who have been 
certified to this Association by their respective com- 
ponent societies to have limited their practices due 
to advanced age or physical disability, may be re- 
duced to such proportion of the regular annual dues 
as the House of Delegates may determine, but in no 
event less than $4, to cover a subscription to the 
Journal of the California Medical Association, and a 
contribution to the Benevolence Fund mandatory 
under existing regulations.” , 

Mr. Speaker, I move the adoption of this amend- 
ment. 





Voice: In case later the dues were raised, we'd 
have to go through this all again. 


SPEAKER BalLEy: No, as the Chair understands it, 
“in no event less than $4.00.” 


Voice: As for existing regulations, do they pre- 
clude the giving of a subscription to the Journal to 
a doctor so down in luck it’s impossible for him to 
pay his dues, but he still wants to keep up a little bit? 
Is there a regulation that will prevent us, this organi- 
zation, from taking care of those people by giving 
them the Journal? 

SPEAKER BalLey: I would like to have Mr. Hun- 
ton answer that. 


Mr. Joun Hunton: There is under existing pos- 
tal regulations. The second-class permit of CALt- 
FORNIA MEDICINE demands that least 50 per cent of 
the $6.00 annual subscription price be received for 
each issue. Therefore the $3.00 is mandatory. 


SPEAKER BAILEY: We will now vote on the amend- 
ment. 


. .. Whereupon a vote was taken and the amend- 
ment was passed... . 


SPEAKER BaILey: We now go back to the original 
motion. Is there any discussion? 


Voice: If this were passed, does it mean that at 
one time Council delegates would pass on the 
amount which would cover all categories, or does it 
mean that each time someone applies for this con- 
sideration, it would be brought to the House of Dele- 
gates individually? 


SPEAKER BaliLey: At the moment the Chair be- 
lieves these things go to Council regularly, and 
unless the Chair is mistaken, that would be the 
proper procedure in the future. 


Dr. KincHNER: These would be referred by com- 
ponent medical societies for the Council’s consid- 
eration. 


Voice: Council, or Council delegates? 


Dr. KircHNER: The House of Delegates would fix 
na dues, but the question is whether they should 
e cut. 


Voice: It seems to me it’s an inflexible situation 
that could be handled in a different way—by simply 
using the formula of one-half of the subscription 
rate, plus the minimum requirement for benevo- 
lence without making it a specific number of dollars, 
because we may find the price of the subscription 
will go down to $2.00, and then we would have to 
collect $4.00. 


SPEAKER BalLey: Will you please give that in the 
form of an amendment. Will you state it again so 
> . . 
we're absolutely sure and will you take it, Mr. Sec- 
retary, so we're clear about it. 


Voice: I move this amendment to the present 
resolution; that in place of “in no event less than 
$4.00,” that in essence this shall read “that it may 
be reduced to such proportion of the regular rate of 
annual dues as represents the minimum require- 
ment for subscription to CALIFORNIA MEDICINE, or 
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whatever the magazine may be called, plus the 
minimum requirements for the Benevolence Fund.” 

Dr. KircHner: I would like to rise to accept that 
amendment in place of the one I read. 


SPEAKER BaiLey: This is a situation which re- 
quires laying over, and therefore if you would 
choose to amend, at this particular time it is out of 
order, but would have to lie over, according to our 
legal counsel. That could be done, of course, by 
simply putting it down. Therefore we'll go back to 
our original order of business. 


Dr. Dave Dozier: First of all I want to thank 
the committee for its courteous and sincere work 
on the amendment. This is not a tremendously im- 
portant thing. It’s for a few of our unfortunate mem- 
bers whom we might graciously help, and I certainly 
want to thank Dr. Kirchner for what he has done on 
this. Just one point in the amendment as proposed 
by the committee: It is stated “and who have been 
certified to this Association due to advanced age or 
physical disability.” Then, as the committee has 
written, it says “due to advanced age, and who have 
been certified to this Association by the respective 
component societies to have limited practice due to 
advanced age.” That, and following the 70 years 
above, would preclude the men of 45 who has polio, 
lying in a bed, able to carry on some sort of a bed- 
side practice. As a point of information, I think 
there should be a final “or” in there, or am I in 
error? 

SPEAKER BatLey: Do you wish to make that an 
amendment ? 


Dr. Dozier: Well, if this proposal as stated does 
not preclude reducing dues for a man 45 years of 
age and three-quarters disabled, I’d haye no desire 
to make an amendment, but as I read it, it seems a 
bit confused. 

SPEAKER BalLey: Dr. Teall, do you wish to speak 
on this? ‘ 

Dr. Ratpu TEALL: I’d like to suggest that when- 
ever the situation occurs, we include the phrase 
“may be done upon application of the member in- 
volved.” I move this be amended that it “may be 
done upon application of the member involved,” so 
that it becomes obvious that he initiates the pro- 
ceeding. 

The second matter is the matter of the House of 
Delegates reducing the annual dues in each case, and 
I wonder if it’s not possible to delegate that author- 
ity to the Council, so that we’re not bogged down 
with two or three little cases each year in our dele- 
gate proceedings. I therefore move this be amended 
by adding the words “upon application of the mem- 
ber concerned,” and by changing the authority for 
reducing annual dues of active members from the 
House of Delegates to the Council. 

SPEAKER BalLey: Dr. Teall, we will have to divide 
that up. We'll vote first on the amendment “upon 
application of the member involved.” 

. .. Whereupon a vote was taken and the amend- 
ment was passed, .. . 
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SPEAKER BaILey: Now, Dr. Teall, your second 
motion, please. 

Dr. TEALL: I move that the Council of the Cali- 
fornia Medical Association be substituted for the 
House of Delegates as the authority that may reduce 
the annual dues. That occurs at the bottom of Sec- 
tion 3 and the last line of the resolution. 

SPEAKER BalILey: That changes the sense, so what 
does our Legal Counsel think. 

Mr. Howarp Hassarb: You have the Council fix- 
ing dues, and the Constitution specifies that the 
annual dues for all classes of membership are fixed 
annually by this House. The amendment as drafted 
provides that the House, in fixing annual dues each 
year, may fix dues for this category at a reduced 
rate. Then individual applications under it are 
passed upon by the Council, but the dues themselves 
are fixed by the House. 

Dr. TEALL: I'll be happy to withdraw my motion. 


Dr. HALLey: We all recognize the great value of 
the C.M.A. Journal, but when one becomes retired, 
is it necessary that we have to charge them $3.00 
for the magazine? Why don’t we just not give them 
the magazine at all? 

SPEAKER BalILey: A point of information. I think 
we had that explained that it’s a matter of postal 
regulations. 


Dr. KircHNeR: I think it’s been stated it’s man- 
datory we make some charge, whether you want to 
say $4.00 or whatever the House desires. 


SPEAKER BalILey: May I add by way of informa- 
tion, these are active members. They haven’t gone 
clear down to where they can’t read yet, we hope. 
Unless you care to make an amendment, it will stand 
that way. 


Voice: It seems to me there has been enough con- 
fusion created in the last fifteen minutes that this 
amendment should be returned to the committee for 
rewriting and resubmission. 


SPEAKER Baltey: Is there a second to return to 
committee, which takes precedence. Any discussion 
on the move to return to committee? Are you ready 
for the question? 


... Whereupon a vote was taken and it was voted 
that the matter be returned to committee. . . . 

Dr. KircHner: We'll be with you again. (Laugh- 
ter.) 

Mr. Speaker, I move the adoption of this report 
as amended. 

Utes Whereupon there was a vote, and it was de- 

cided to accept the report as a whole as amended. . . . 

... Whereupon Dr. Charnock resumed the chair.... 


SPEAKER CHARNOCK: At this time we will recess 
the House of Delegates and turn the meeting over to 
the Committee on Scientific Work, Dr. Albert C. 
Daniels, chairman. 


Dr. ALERT C. Daniets: Last year the Committee 
on Scientific Work arranged a program for the 
Interim Session in which Dr. Hinshaw and Dr. Shaw 
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participated. This year we have been fortunate in 
getting two doctors to discuss the subject of “Burns.” 
The first half of this program will be today. The 
second half will be at approximately this same time 
tomorrow. 

Dr. Hopper, who is assistant professor of medi- 
cine at the University of California School of Medi- 
cine and director of the clinical laboratory, will 
be our speaker for today. Colonel William A. Todd, 
chief of surgical service at Letterman Army Hos- 
pital, will be the speaker tomorrow. 

At this time I take pleasure in introducing Dr. 
James Hopper, Jr., who will talk on “Fluid and 
Electrolyte Problems Relating to Burns.” 

... Whereupon Dr. Hopper delivered his ad- 
dress... . 

Dr. Dantets: We certainly want to thank you 
very much, Dr. Hopper, for an extremely interest- 
ing presentation. 

... Whereupon the meeting was adjourned at 
12:10 pm.... 


Saturday Afternoon Session 


... Whereupon the meeting was called to order by 
Dr. Charnock at 1:48 p.m... . 

SPEAKER CHARNOCK: The first order of business 
for this afternoon is the report of the C.P.S. Study 
Committee, and the chairman of this committee, Dr. 
Wilbur Bailey, will be the first to outline the pro- 
gram. 

[Eprror’s Note: The complete report of the 
C.P.S. Study Committee was printed on pages 69 
to 79 of the January, 1953, issue of CALIFORNIA 
MEDICINE. | 

... Whereupon a recess was declared at 2:55 
ee 

... Whereupon the meeting was reconvened at 
3:10 p.m., with Dr. Wilbur Bailey assuming the 
clgir...... 

SPEAKER BAILEY: The House will be in order. We 
are now reconvened as the House of Delegates of 
the California Physicians’ Service. If you pass some 
of the recommendations that the committee has just 
put before you, this will never happen again. In 
other words, there won’t be two Houses of Delegates. 

In the meantime, if there be no objections, I 
shall ask that the roll call of the C.M.A. House of 
Delegates be received for the C.P.S. House of Dele- 
gates. I hear no objections. It is so ordered. 

Next on the agenda is the report of the President 
of the C.P.S., Dr. Donald Cass. 


REPORT OF PRESIDENT OF C.P.S., DONALD CASS 


Dr. Donatp Cass: Members of the House of 
Delegates of C.P.S., I would like to say before I 
start my report that I would like to take a little 
time and have all of you get a copy of it, because 
my report is entirely factual. You can follow along, 
because C.P.S. has tried very hard to ¢arry out the 
recommendations of the Study Committee in detail. 
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So if you will follow along, you will more fully 
understand the work that the Board of Trustees has 
been doing in trying to carry out the recommenda- 
tions of your Study Committee. 


“This nation is on the threshold of a new era 
in the growth and expansion of health services,” 
said one speaker appearing before the President’s 
Commission on the Health Needs of the Nation. 


As California pioneered in the field of prepaid 
care, so is California feeling the effects of the 
changes which provide the opportunity for the non- 
profit service organization controlled by the medical 
profession to find its rightful position in this rapidly 
expanding field. 

To those working in this field, there are day-to- 
day evidences of change. People are becoming real- 
istic. They are discovering that the utopian dreams 
of certain leaders are not possible or practical— 
that no insurance company or service organization 
can supply full and complete coverage at reasonable 
costs. They are learning of the necessary limitations 
and restrictions—that complete coverage is costly— 
that such coverage is costly—that such coverage 
does not always give them the protection needed on 
major illnesses. 

Many insurance companies are finding that their 
venture into this field is costly. Some are raising 
rates substantially. Others are restricting the num- 
ber of new policies written. The differential between 
the rates of insurance companies and those of C.P.S. 
is narrowing. 

The honeymoon of labor union leaders, wherein 
members were promised everything, to be paid for 
by the employer, is passing. Employers, with rising 
costs and narrowing profits, are giving much more 
thought to the cost of “fringe benefits,” of which 
prepaid medical care is one. The coverage written 
in the future will come nearer to the needs of people 
rather than what their leaders say they need. 

The full impact of the payment for medical, sur- 
gical, and hospital care by other than patients (such 
as county, state, and federal government, employer 
and others) is only now being understood. It is 
estimated that 42 per cent of all medical care is now 
paid for by someone other than the patient. 

With the increasing cost of both hospital and 
medical care, all interested are finding that many 
indemnification policies cover little more than 50 
per cent of the cost of the hospital, drug, and physi- 
cian’s bills. Interest in such indemnity policies is 
waning; interest in more adequate coverage is in- 
creasing. 

Individuals using hospital and medical care still 
prefer the free choice of doctors, but younger 
people, and those not yet having extensive expe- 
rience with medical care, respond to the lure of the 
“one stop” service of the closed panel groups. 

Management, labor leaders, individuals and doc- 
tors are mindful of the rapidly increasing cost of 
hospital and medical care, and all are looking for 


a method that will give the greatest benefits at the’ 


lowest cost. 
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In these troubled times, the rededication of the 
doctor to the service of the sick is reassuring and 
heartening to the public, and the decision of the 
medical profession, speaking through this House 
of Delegates and the C.M.A. Study Committee, to 
maintain a strong Blue Shield-C.P.S. organization, 
so organized as to best serve patients and doctors, is 
creating new interest in the operation of this Blue 


Shield Plan. 


The activities of the A. F. of L. group in San 
Francisco in proposing a health center for members 
of its various unions, is indicative of the desire of 
union leaders to increase their power and control 


in this field. 


Fully realizing that. the changes outlined, as well 
as many more not mentioned, call. for a reorganiz- 
ing and overhauling of the contract benefits offered 
by C.P.S. . . . methods of working with doctors and 
of paying them for their services . . . . business 
operating methods and personnel of Blue Shield- 
C.P.S.... all call for an adjustment to the changing 
times. 


The C.P.S. Board of Trustees recognized this 
need in the spring of 1951. The medical profession, 
through organized medicine, appointed its Study 
Committee in the fall of the same year, and improve- 
ments, betterments, and changes have been devel- 
oped that should be briefly reported to you today. 


THE CONTRIBUTION OF THE C.M.A. STUDY COMMITTEE 


The report given by this committee at the annual 
meeting of C.M.A. in April of 1952 made certain 
recommendations as to the objectives of C.P.S.... 
other recommendations as to the scope of service 
to be rendered . . . and more detailed suggestions 
as to ways and means of better serving the doctors 
of this state. 

Following the annual meeting, certain steps were 
taken by the Board of Trustees to activate these 
suggested changes, and a portion of this report will 
be devoted to steps taken to carry out these sug- 
gestions, 

Multiplicity of Contracts and Contract Simpli- 
fication: In analyzing C.P.S. contracts covering 
beneficiary members, the C.M.A. Study Committee 
recommended that the number of contracts be re- 
duced to a small number of basic contracts, and that 
the benefits of all contracts be standardized and 
made as uniform as the offerings of competitors 
permitted. 

Two administrative Contract Committees were 
appointed . . . one in Southern California and one in 
Northern California. These two committees worked 
independently, pooled their ideas, and presented 
them to the Board Contract Committee for consid- 
eration and approval. 

In analyzing all C.P.S. contracts, it was apparent 
that simplification could be achieved in two ways 
. . . first, through changes in contract administra- 
tion and, second, by revision of the contracts them- 
selves. 
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During the early fall months, the Board Contract 
Committee secured approval of the Trustees for 
eleven administrative changes. These changes have 
reduced the number of waiting periods in contracts 
from five to two and unified allowances and exclu- 
sions, with particular reference to occupations, ma- 
ternity operations, injuries, and in-patient labora- 
tory benefits. Even more far reaching adjustments 
have coordinated the benefits of the medical-while- 
hospitalized contract with the two-visit deductible 
and hospital contracts. 

It is fully realized that the benefits under C.P.S. 
contracts form the basis of service to both bene- 
ficiary and .doctor members. The committee has 
made an analytical study of contracts now being 
offered competitively by both national and other 
organizations proposing to establish voluntary plans 
on an area basis. 


In addition, this committee, working with the 
sales department, studied the needs of groups. not 
now covered by some form of prepaid care, with the 
result that C.P.S. has extended group coverage to 
families of employees who alone have health pro- 
tection through compulsory, company-operated plans. 
Such plans have long been operated by the railroads 
and by certain oil companies, with no provision for 
dependent coverage. 


I'll digress for a moment there and tell you that 
a great many of these so-called successful insurance 
prepaid medical and hospital care plans have no 
provision whatsoever for the dependents of their 
employees. The premium charged the employee is 
deducted from the paycheck, so he has no choice 
but to join. That leaves this large group of depend- 
ents of working people, employed people, who are 
available to C.P.S. coverage—the wives and chil- 
dren and dependent relatives—so that C.P.S. now is 
enrolling these dependents, so that it’s a very popu- 
lar form of contract, and something that is compara- 
tively new to C.P.S. and opens a new field for our 
endeavors. 

In order that C.P.S. might be competitive in 
soliciting groups of one hundred or more, the Trust- 
tees approved a recommendation of the sales depart- 
ment. the Administrative Contract Committees, and 
the Board Contract Committee that C.P.S. rates be 
increased to groups where such increase was neces- 
sary. to the end that commissions might be paid to 
insurance brokers for the services rendered by these 
brokers in negotiating contracts with large groups, 
including labor unions. The payment of commis- 
sions to brokers is guarded by administrative restric- 
tions and continuous audit. 

I'll digress again here and say that one of the 
greater stumbling blocks to selling C.P.S. is that 
we ve never had brokers. Practically all insurance is 
written through brokers, and that’s where the so- 
called package plan of death benefits, retirement 
benefits, life insurance, medical and hospital insur- 
ance, cash benefits for disability, all lumped together 
in a package, will be handled through one broker, 
who in turn sorts them out and arranges for pay- 
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ment on a single payment basis. C.P.S. now has ar- 
ranged that some of our contracts will have an in- 
creased premium to pay the broker; that is, C.P.S. 
will still be able to operate under the administrative 
percentage, even though a broker gets part of the 
premium. Whenever a broker gets part of our con- 
tract, his fee will be charged to the insured. 

I don’t know whether you all know that, but it is 
very difficult to sell insurance directly. It’s like sell- 
ing automobiles without an agency, selling direct 
from the factory. It’s very tough, and we feel that 
letting brokers in on this will enlarge our sales field 
tremendously. 


The development of new C.P.S. basic contracts 
has proceeded through analytical study of contracts 
of competitors, C.P.S. experience, and the expressed 
requirements of those groups whose leaders have 
studied the needs of the members of their groups. 


Preliminary revision of C.P.S. group contracts 
for hospital, surgical, and medical-while-hospitalized 
coverage has been drafted, crystallizing administra- 
tion thought with respect to both contract wording 
and contract benefits. 

Should this House of Delegates approve the 
recommendations of the Study Committee relative 
to a basic change in contract benefits on a trial 
basis, it still is essential that present C.P.S. contracts 
be kept up to date and competitive, and it is, there- 
fore, proposed to continue the revisions and changes 
already under consideration. 


Method of Payment and Imperfect Communica- 
tion: Following the annual meeting, an Advisory 
Committee of C.P.S. executives, but also including 
Messrs. Waterson, Hassard and Hamman, was ap- 
pointed to work out the details of the recommenda- 
tions of the Study Committee as they affect the pay- 
ment to doctors and imperfect communication. Fol- 
lowing are the decisions reached and the steps taken: 


Consideration was given to three different meth- 
ods of notifying members of benefits received, in- 
cluding (1) sending a check payable to the patient 
and the doctor; (2) sending a copy of the billing 
form to the patient, with the diagnosis not shown; 
and (3) sending a card or letter to the patient de- 
scribing the benefits received. 

After reaching a decision to use a notification 
card or letter, the first test was made in Butte-Glenn 
County, where there are approximately 6,500 bene- 
ficiary members of C.P.S., with 95 per cent of the 
physicians as C.P.S. members. 

With minor changes, the same program was fur- 
ther tested in San Joaquin and San Diego counties, 
and will later be tried statewide. 

Each test was made with the understanding and 
cooperation of the County Medical Society, and the 
degree of success is measured by the expressed satis- 
faction of doctors and patients. 

When the decentralized experimental program 
was started in San Jose, C.P.S. office took over the 
responsibility of notifying patients of rejected 
claims, and the reasons therefor. 
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I'll stop for a minute and tell you now that as 
President of C.P.S., my mail is terrific, and none of 
it very sweet. The bulk of the complaints are from 
doctors who object to telling their patient that C.P.S. 
is not going to pay their bill. They are sorry; they 
try to explain why. We’re going to notify the patient 
ourselves so he’ll know before the doctor has to tell 
him, and in San Jose it’s worked out very well, 
because it’s cut down the number of complaints from 
doctors to almost zero. 

This method of handling rejected claims relieved 
the doctor and his office nurse or secretary of the 
responsibility of explaining the “whys” and “where- 
fores” of rejected claims, and made it unnecessary 
for the doctor to be defensive regarding C.P.S. 


In San Jose, the patient is notified of a claim re- 
jection by telephone where possible, and by letter 
where the patient has no telephone. 

A similar notification program was started in 
Alameda County on August 13, 1952, where it has 
been found that the percentage of members reached 
by telephone was smaller than in Santa Clara County. 

C.P.S. is now testing a program of notification by 
correspondence only in both Alameda and Santa 
Barbara counties, using a new letter which corre- 
lates the ideas of the committee and Dr. Dichter. 
A sales folder, describing the benefits to which the 
member is not entitled, is included. This folder also 
points out the benefits to which the members is 
entitled, regardless of the rejection of this one claim. 

When each of these experimental plans has been 
used sufficiently long to draw definite conclusions as 
to the degree of success of each, the best in each 
program will be incorporated into a statewide plan 
and put into operation in each county where the 
county society assures acceptance and cooperation. 


MANAGEMENT OF C.P.S. 


As changes were being made in the method of 
operating C.P.S., so changes have been and are 
being made in the method of controlling and manag- 
ing the plan. The various standing committees of 
C.P.S., under the leadership of the different chair- 
men, have undertaken added responsibilities. A dif- 
ferent staff member of C.P.S. has been appointed 
secretary of each committee. Thus committee mem- 
bers have been brought closer to C.P.S. operations, 
and the members of C.P.S. administration have 
come to better understand policies developed by 
those committees and the Board of Trustees. Under 
the leadership of Executive Director Bowman, assis- 
tant directors have been appointed as managers of 
the Los Angeles and San Francisco offices, with full 
management responsibilities. 

As the number of beneficiary members has 
dropped, the number of employees has decreased. 
This made necessary other management changes to 
provide for continued efficient operation. Additional 
changes are planned, and will be made as rapidly as 
the organization can make adjustments to these 
changes. 
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SANTA CLARA COUNTY DECENTRALIZED OPERATION 


In the early fall of 1951, plans were made for an 
experimental decentralized C.P.S. operation in San 
Jose. Already having an office in San Jose, it was 
necessary only to expand the force by three people. 

To be successful, it was concluded that the plan 
must be right, the cooperation of the physicians and 
the medical society must be assured, and a manager 
with claims and sales experience must be placed in 
charge. 

The majority of claims originating in this terri- 
tory are now processed in San Jose. Unusual claims 
are examined by a committee of doctors, without 
having the name of either patient or doctor involved. 

Many of you have served on our County Medical 
Society Committees, and we find that after operating 
a short period of time, the committee finds that one 
of the most beloved and respected members of the 
society is up for criticism before the committee, and 
the whole action falls away. Now if they don’t know 
who it is, the claims are handled in a much more 
orderly fashion. 

Where claims are rejected, the patient is con- 
tacted by telephone or letter before the claim is re- 
turned to the doctor. Thus, the doctor and his nurse 
or secretary are relieved of the responsibility of 
explaining to the patient the reason for rejection of 
the claim. This one step alone has greatly improved 
physician relations in this area. 

It is planned to extend this decentralization pro- 
gram, with the hope that California will be divided 
into a number of zones, with member and doctor 
— carried as close to the problem as is prac- 
tical. 


TRENDS IN C.P.S. MEMBERSHIP AND INCOME 


The membership in C.P.S. reached a peak of 
1,029,048 in December, 1950, and since that date 
membership has been declining. This drop in mem- 
bership is due to many causes, the most important 
of which is the dissolution of the arrangement with 
Blue Cross in Southern California. As of October 31, 
1952, the total membership in C.P.S. was 662,818, 
or a decrease of 34.58 per cent from the peak. 

While membership is still decreasing, the number 
of new members in Northern California, and of 
southern independent members has been on the in- 
crease, so that the net decline is at a much slower 
rate. 

The present objective is to increase C.P.S. mem- 
bership to 950,000. Effort is being made by the sales 
department to add such groups as are possible under 
present restrictions; and to remove these obstacles 
wherever possible. Recently an advertising program 
was started for the express purpose of developing 
inquiries, and it is thus hoped to keep C.P.S. in a 
strong position of influence. 

May I ask that if you see a great big blue sign 
on the corner and then you drive around a week or 
so later and see another one like it, don’t take it for 
granted we’re spending $250.00 a month on each 
sign. It’s the same sign. We put it in one spot for a 
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while. We had it at Wilshire and Crenshaw for a 
while, and then at La Brea and Jefferson, and I had 
many complaints, and doctors stated: “No wonder 
the fees are small. You’re spending all your dough 
on advertising.” (Laughter. ) 

While the membership in this period decreased, 
the income from membership dues for the 12 months 
ending September 20, 1952 decreased but 4.15 per 
cent. You remember we increased the premium 
rates, and the full effect of that increase is still being 
felt, so that even though we had a loss of 34 per 
cent of our members, our income has only dropped 
4.15 per cent. This small percentage of decrease 
resulted from an increase in members’ dues in 1951. 

Every effort has been made by the Finance Com- 
mittee and the administration to keep administrative 
expenses under control, with the result that as in- 
come declined, so has expense, and the percentage 
of administrative expense to income has remained 
constant. The administrative expense for the 12 
months ending October 31, 1952 was 14.92 per cent, 
as compared with 14.29 per cent for the 12 months 
ending October 31, 1951. 

That is a great compliment to our administration, 
because, with a decrease in membership, it becomes 
necessary to cut down your employee force and in 
our case, it isn’t only enough to stop rehiring, but 
you have to get rid of some of our old-time, trusted 
employees. We have done this, and our administra- 
tive percentage of our income has remained con- 
stant. I think the administration deserves a great 
deal of praise for being able to do that. 

Under this plan of operation, C.P.S. finances have 
continued in a sound condition. C.P.S. continues to 
pay 100 per cent of the fee schedule, and reserves 
are adequate to pay 100 per cent of the fee schedule 
during the heavy utilization months of January to 
May. 

Additional financial information is available from 
the folder containing both the operating statement 
and asset and liability statement for California Phy- 
sicians’ Service distributed to each member of the 
House of Delegates. I believe that will be available 
to you after this meeting. 

I want to say just a word about the national Blue 
Shield organization. I don’t know whether you re- 
alize that California Physicians’ Service has sup- 
plied to various Blue Shield plans throughout the 
country a large number of administrators trained in 
our own Blue Shield factories. We participate there 
actively. “Hap” Hassard is attorney for that group, 
has written the insurance contract, and he continues 
to attend all their meetings, and is legal counsel for 
Blue Shield on a national plan. I have been Blue 
Shield Commissioner from this District, and have 
gone to Honolulu for the past five or six years, and 
have attended practically all the meetings myself. 
The national movement is a very healthy movement. 


NATIONAL BLUE SHIELD COMMISSION 


The Blue Shield Commission reports a nation- 
wide increase in Blue Shield membership from the 
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22,000,000 reported to you at the House of Delegates 
meeting in April, to approximately 25,000,000. 
Growth of Blue Shield service plans is nationwide, 
at the rate of approximately 4,000,000 per year. 

Since the: last report, the Blue Shield Commission 
has continued its negotiations with the Blue Cross 
Commission for a joint operating agreement at the 
national level for the coverage of so-called “national 
accounts” that have employee groups located in two 
or more states. 

Dr. Charles Hayden of Massachusetts represented 
Blue Shield at the panel discussions before the 
President’s Health Commission, and presented to 
the commission the basic reasons for the medical 
profession’s sponsorship of prepaid medical plans. 
He also pointed out that the loud cries for “compre- 
hensive” medical care are not in the public’s inter- 
est nor in the profession’s interest, and that it is 
impossible for government or anyone else to regi- 
ment medical care without destroying its quality. 

The Blue Shield plans, of which there are now 
78, cover practically every area in the United States, 
and they are enjoying a steady and healthy growth. 


RELATION WITH C.M.A. STUDY COMMITTEE 


Since the Study Committee made its preliminary 
report to the House of Delegates in April of this 
year, every effort has been made to incorporate as 
many of the suggestions as possible in C.P.S. opera- 
tions. 

One joint meeting of the Study Committee and 
the C.P.S. Board of Trustees was held, and numer- 
ous meetings have been held with Mr. Rollen Water- 
son, the secretary of the committee, and with indi- 
vidual members of the committee. 

It is believed that both the members of the Study 
Committee and the members of the C.P.S. Board 
of Trustees have come to better understand the basic 
problems of prepaid medical care in this changing 
world. 

Full recognition should be given to the Study 
Committee and all its suggestions have been con- 
structive and carefully considered. While the changes 
necessary to carry these suggestions into effect have 
not always been immediately apparent, nevertheless 
there was full agreement on the result to be secured. 


CONTRIBUTION OF COMMITTEE AND BOARD MEMBERS 


During this fall period, the committees—Contract, 
Finance, Medical Policy, Veterans Administration, 
etc.—have been active, and the contributions im- 
portant. 

The Board of Trustees, too, has seriously con- 
sidered and acted on many of the problems con- 
fronting C.P.S. and made acute by aggressive com- 
petition. The contribution of many of the members 
has been of the greatest value. 

I’m going to say a little something about some- 
thing not in the report; that is, veterans’ care in 
California. 

You all know that a veteran who has a service- 
connected disability may receive care for his dis- 
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ability from his family doctor if he receives an 
order from the Veterans Administration. The C.P.S. 
plan is copied all over the country, but the Veterans 
Administration has been closer to cooperation with 
C.P.S. than any other of these plans, I think mainly 
because we offer service and a fee schedule. 


Our income from service treatment, or service- 
connected disabilities in this state runs to over 
$1,000,000 a year. That goes to doctors. If we didn’t 
have C.P.S., or some other organization, that $1,000,- 
000 worth of treatment in doctors’ offices would be 
done in out-patient clinics in Veterans’ Adminis- 
tration. 

That’s something that formed the bulk of the 
discussion at the A.M.A. convention in Denver the 
first part of this week. Other matters under discus- 
sion were the Doctor Draft Law, and the care of 
non-service-connected disabilities of veterans, and 
the care of civilian dependents of men in the serv- 
ice. I] think right now that C.P.S., with the other 
Blue Shield and Blue Cross plans, is the only effec- 
tive agent that can do this as we're doing it. It was 
the opinion of the A.M.A. and, strange as it seems, 
concurred in by the representative of the American 
Legion and the Veterans Administration, that the 
only persons that the government should care for 
medically were those in military service, those dis- 
abled by service, the Indians, and the sailors (those 
in the Federal Maritime Service), and indigent vet- 
erans with non-service-connected disabilities of a 
chronic nature. They mentioned specifically tubercu- 
losis, psychiatric and neurological diseases which 
were to carry more than 90 days of hospitalization, 
which should be rightfully cared for in federal hos- 
pitals because of there being no other place to put 
them, but that eliminates the care of non-service- 
connected disabilities from those who are able to 
pay. Now it seems like a pipe-dream to think we can 
get those services away from the government, but 
the American Legion said they’re willing to help us 
change. The pauper’s oath doesn’t mean a thing; 
just encourages dishonesty on the part of the vet- 
eran. You know the veteran only has to say “he 
thinks he’s unable to pay.” If he signs a little oath 
on the application for care in the Veterans Admini- 
stration and says “he thinks he’s unable to pay,” 
there is no one who can force him and say that he’s 
guilty of perjury. Congress on two or three different 
occasions has refused to let anyone investigate this 
little pauper’s oath. 


Now as I say again, C.P.S. has the acceptance of 
the Veterans Administration better than any other 
organization in any state, and they pay the biggest 
fees here. 

In conclusion, as physician and beneficiary mem- 
bers have come to better understand and appreciate 
Blue Shield—C.P.S.—as a result of a year of investi- 
gation and analysis by the C.M.A. Study Committee 
in the field of prepaid care, including C.P.S., has 
been reported—with organizational and other im- 
provements being made in the management of C.P.S., 
and with the making of additional changes too 


numerous to list, it is believed that the future offers 
an even greater opportunity to broaden and improve 
the service of C.P.S. to beneficiary and physician 
members. 


The Board of Trustees is determined to so im- 
prove C.P.S. operations and to broaden and extend 
the service rendered, and then to take full advantage 
of the opportunities offered. (Applause. ) 


Dr. BatLey: Thank you, Dr. Cass. 
Next on the agenda are C.P.S. resolutions. Are 
there any resolutions? 


Dr. GrAESER: Mr. Speaker, the two resolutions 
I have to present to the House of Delegates are reso- 
lutions to carry out some of the recommendations of 
the C.M.A. Study Committee. The first one is an 
amendment to the By-Laws of C.P.S. 


C.P.S. RESOLUTIONS 
Wuereas, The C.P.S. Study Committee of the 


California Medical Association has recommended 
that the House of Delegates of the California Medi- 
cal Association perform its functions as the Cali- 
fornia Medical Association House of Delegates and 
C.P.S. Administrative Members simultaneously, in 
lieu of separately, and that the Council of the Cali- 
fornia Medical Association function as the Nomi- 
nating Committee for members of the Board of 


Trustees of C.P.S.; and 


WueEreas, In order to implement the foregoing 
recommendations of the C.P.S. Study Committee, 
it is necessary to amend various sections of the 
By-Laws of C.P.S.; now, therefore, be it 

Resolved, That Subdivision (c) of Section 3 of 
Chapter II of the By-Laws be and the same is hereby 
repealed; and, be it further 


Resolved, That paragraph (3) of Subdivision (a) 
of Section 6 of Chapter II of said By-Laws be and 
the same is hereby repealed; and, be it further 


Resolved, That Section 13 of Chapter V of said 


By-Laws is hereby amended to read as follows: 


“Sec. 13—Nomination and Election of Trustees. 
At least thirty days prior to each annual meeting of 
Administrative Members (House of Delegates) the 
Council of the California Medical Association shall 
select nominees with respect to existing vacancies 
on the Board of Trustees and vacancies to occur 
at the forthcoming annual meeting. The Council may 
submit as many candidates for each vacant office or 
office to become vacant as it sees fit. Such nomina- 
tions shall be transmitted to the Speaker of the 
House of Delegates of the California Medical Asso- 
ciation, who shall immediately transmit the list of 
nominees to the Administrative Members (Delegates 
and Alternates) for their consideration prior to the 
commencement of the annual meeting. At the second 
session of the annual meeting, the Administrative 
Members (House of Delegates) shall by ballot elect 
a trustee to fill each vacancy then existing on the 
Board of Trustees. Nothing herein contained shall 
prevent nominations from the floor, after the report 


CALIFORNIA MEDICINE 





of the Council of the California Medical A$sociation, 
acting as a Nominating Committee, has been re- 
ceived.” And be it further 

Resolved, That Section 14 of Chapter V of said 
By-Laws is hereby amended to read: 

“Sec. 14—Resolutions introduced at annual or 
special meetings: Reference Committees: At each 
annual or special meeting of Administrative Mem- 
bers (House of Delegates) resolutions may be in- 
troduced in the manner and at the times permitted 
or required in the By-Laws of the California Medical 
Association, and for the purpose of governing pro- 
cedure of introduction, references to committee, 
time of action, and voting requirements with respect 
to resolutions the provisions’ of Chapter V of the 
By-Laws of the California Medical Association are 
hereby incorporated herein and made a part hereof 
for all purposes.” And be it further 

Resolved, That Section 15 is hereby added to 
Chapter V of the By-Laws, to read as follows: 


Sec. 15—Administrative Members Meetings: Pre- 
siding Officer: At each meeting of the Administra- 
tive Members (House of Delegates), whether annual 
or special, the Speaker of the House of Delegates 
of the California Medical Association shall preside. 
In his absence, the Vice-Speaker of the House of 
Delegates of the California Medical Association shall 
preside.” 


The other resolution is as follows: 
Resolved, That the Board of Trustees shall pro- 


ceed to form a wholly owned disability insurance 
company for the purposes set forth in and as recom- 
mended by the report of the C.P.S. Study Commit- 
tee of the California Medical Association. 

Dr. BarLey: Thank you, Dr. Graeser. These will 
go directly to Dr. Teall’s committee for reference 
purposes. Are there any further resolutions for 
C.P.S.? 

I hear none. We shall then recess until we meet 
tomorrow. 

We shall now reconvene as. the House of Dele- 
gates of the California Medical Association. 

... Whereupon Dr. Charnock resumed the chair 
as Speaker... . 

SPEAKER CHARNOCK: Before we go on with our 
business, I would like you to meet two young gentle- 
men from the University of California, Mr. George 
Herwitz and Mr. Lee Smith, who are members of 
our Junior A.M.A. at the University of California. 

... Whereupon Mr. Herwitz and Mr. Smith ap- 
peared at the rostrum and were applauded by the 
delegates. . . . 

SPEAKER CHARNOCK: Mr. Stephen Plank, another 
one of the young men at the University of Cali- 
fornia School of Medicine, is the one going to Chi- 
cago to represent that institution in the Student 
A.M.A 

We will now proceed with the next item on our 
agenda, the introduction of resolutions and amend- 
ments, May I remind you that according to Chapter 
V, Section (7), Paragraph (c), of the By-Laws, in 
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introducing resolutions, if the introducer designates 
a resolution as an emergency measure or resolution, 
it will be acted upon at this session. It will require 
a two-thirds vote. The introducer of that resolution 
must accept that two-thirds vote and attain that in 
order to get the passage of his resolution. Otherwise, 
it will be just by majority vote, but will be over for 
the next session. 

We will now accept Resolutions or Amendments. 


RESOLUTIONS AND AMENDMENTS 


Dr. Swwney J. SHrpMAN: This is a proposed 
amendment to the By-Laws creating judicial coun- 
cils in the larger county societies to handle discipli- 
nary hearings. These were submitted to the Council, 
and the Council has already acted. I am going to 
read them. There are two separate sets of amend- 
ments. One is applicable to the county society of 
200 or more members, and the other is applicable 
to the larger societies—Los Angeles, San Francisco, 


_ Alameda-Contra Costa, and San Diego. 


The first one is as follows: 


Section 1 of Chapter III of the By-Laws of the 
California Medical Association is hereby amended 
as follows: 

A. Subparagraph (1) is amended to read: 

“(1) Charges: Formal Requirements: A Formal 
Charge Must First Be Made. Such charge must be in 
writing, signed by the accuser, and if made by a 
person other than a member of the Society must be 
sworn to before an officer of the State of California 
authorized to administer oaths. Charges must state 
the acts or conduct complained of with reasonable 
particularity. Charges must be filed with the secre- 
tary of the accused member’s component society.” 

B. Subparagraph (2) is amended to read: 

“(2) Creation of Judicial Councils: Secretary’s 
Duties; Preparation of Charges to Judicial Council. 

“(a) There is hereby created, in each component 
society having more than 500 active members, a 
Judicial Council consisting of not less than five 
active members of the society. Appointments to the 
Judicial Council shall be made by the governing 
board of each such component society, and deter- 
mination of the number of members of the Council, 
within the limits herein specified, shall be made by 
the governing board. Terms of office of the Judicial 
Council in each such component society shall be 
three years, except that upon the initial appointment 
the governing board of each component society shall 
divide the appointments as nearly equal as possible 
into terms of one, two and three years. Each com- 
ponent society having more than 1000 active mem- 
bers may, in its discretion, divide its Judicial Coun- 
cil into two or more divisions, and each division 
may separately hear and decide all cases referred to 
it. If a society has two or more divisions of its 
Judicial Council, the secretary of the society shall 
assign charges to one division or the other imme- 
diately after receipt of same, on either a rotating 
or geographical basis. 
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“(b) In each component society of 500 or less 
active members, its governing board (whether called 
Council, Board of Trustees, Board of Directors, 
Executive Committee, or other name) shall perform 
all the functions of and act as the Judicial Council. 
If a component society of 500 or less active mem- 
bers has no governing board, then there is hereby 
created in each such society a Judicial Council of 
three members, to be appointed in the manner and 
to serve for the term specified with respect to com- 
ponent societies of over 500 members. 


“(c) When charges of unprofessional conduct are 
filed with the secretary of a component society, he 
shall as soon as possible present them to the Judicial 
Council. The Judicial Council shall, within thirty 
days after presentation of charges, consider the 
charges as presented, and in its discretion determine 
whether or not further proceedings shall be con- 
ducted. If the Judicial Council determines that no 
further action be taken, the charges shall be dis- 
missed. 

“(d) Each Judicial Council shall select its own 
chairman, and meetings shall be held at the call of 
the chairman on at least forty-eight hours notice; 
provided that the Judicial Council must meet not 
more than thirty days after receipt by the secretary 
of written charges against any member of the so- 
ciety.” 

C. Subparagraphs 3, 4, 5, 6, 7, 8, 9, and 10 ar 
hereby amended by deleting the words “Board of 
Directors” in all instances in which said words 
appear in any of said paragraphs, and inserting in 
lieu thereof the words “Judicial Council.” 

Now the other I won’t read. It is simply a dupli- 
cate of what I’ve just read to you, with the excep- 
tion that in B, paragraph (a), instead of 500, the 
figure 200 is inserted. 

SPEAKER CHARNOCK: These amendments will be 
submitted to Reference Committee No. 4, and I'll 
remind you that By-Laws may be passed at this 
session but, of course, require a two-thirds vote. 


Voice: Are these amendments alternates, of which 
either is to be adopted, or are they consistent so 
that both may be adopted? 

Dr. SHIPMAN: They are alternate. 

Dr. Ropertson Warp: This is a change in the 
By-Laws. 

Resolved: That Section 7 of Chapter V of the 
By-Laws be amended by adding the following new 
sub-section (d) thereto: 

“(d) Prior to the Annual Session in each year 
the Council may, by a two-thirds majority vote, 
elect to cancel the Interim Session for such year in 
which event all resolutions and new business intro- 
duced at the Annual Session may be acted upon 
thereat and sub-section (c) above shall not apply.” 

SPEAKER CHARNOCK: This will be referred to 
Reference Committee No. 4. 

Dr. GraksER: I have a resolution here which was 
prepared by the physician and dentist veterans of 
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Alameda-Contra Costa County for action at this 
session as an emergency. 


Wuereas, Public Law 779, which pertains to the 
provisions under which Doctors of Medicine and 
Dentistry will be selected for service in the armed 
forces of the United States, will be considered for 
revision by the United States Congress in July of 
1953; and 


Wuenreas, The equitable selection of medical per- 
sonnel for the armed services is a matter of great 
concern to the public and the medical profession; 
and 


WueEnREAS, Such selection should be carried out in 
such a manner as to cause the least possible hard- 
ship to the civilian community, to doctors who have 
already served their country in the military services 
and to doctors whose physical condition or other 
circumstance must be considered; and 


Wuereas, The proper and productive use of 
medical and dental military personnel is of vital 
concern to the public, the military services, and the 
medical profession; now, therefore be it 


Resolved, That the Council of the California Medi- 
cal Association be instructed to urge and expedite 
revision of Public Law 779 in accordance with the 
following principles: 


1. (Registration) That all physicians and dentists 
should be required to register within a period of 
thirty days after they have received the degree of 
Doctor of Medicine or Doctor of Dental Surgery or 
Doctor of Dental Medicine from any school, college, 
or university or similar institution of learning, or 
within three days following the first State Board 
Examiners examination of the state in which the 
doctor or dentist intends to practice, or within a 
period of thirty days after they have been dis- 
charged or released from active duty from the Army, 
Air Force, Navy, Marine Corps, Coast Guard, or 
U. S. Public Health Service, if previously exempted 
from registration because of any provision of law 
heretofore in effect. The President should be author- 
ized to require a special registration of all doctors 
or dentists who have not attained the 51st anniver- 
sary of the date of their birth, but who have been 
previously exempt from registration under any pro- 
vision of law heretofore in effect by reason of their 
membership in a reserve component of the Armed 
Forces. 

2. (Length of Service) That physicians and den- 
tists should be liable for induction not to exceed 
thirty months of service in the Armed Forces. In 
computing this period of service, credit should be 
given for all active service previously performed in 
the Army, Air Force, Navy, Marine Corps, Coast 
Guard, or U. S. Public Health Service, except that 
no credit should be given for active duty performed 
for training purposes with the exception of reservists 
in divisions. 

3. (Order of Induction) That, insofar as practi- 
cable, physicians and dentists should be inducted in 
the following order of priority: 
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(a) Graduating physicians and dentists who have 
had no active service in the Army, Air Force, Navy, 
Marine Corps, Coast Guard, or U. S. Public Health 
Service, either as dentai or medical officers or other- 
wise. 

(b) Practicing physicians and dentists who have 
had no active service in the Army, Air Force, Navy, 
Marine Corps, Coast Guard, or U. S. Public Health 
Service, either as medical or dental officers or other- 
wise. 

(c) Physicians and dentists who had had some 
active service in the Army, Air Force, Navy, Marine 
Corps, Coast Guard, or U. S. Public Health Service, 
either as medical or dental officers or otherwise. 
Insofar as practicable, the induction of physicians 
and dentists in this classification should be in in- 
verse order according to the number of full months 
of active service they have had; i.e., those with the 
lowest number first, and those with the most last. 

4. (Limited Duty) That, in order to create an 
equitable distribution of military service of physi- 
cians and dentists, all physicians and dentists shall 
be inducted including those who have physical de- 
‘fects which do not interfere with the full time pri- 
vate practice of either profession and which will not 
interfere with the efficient practice of medicine or 
dentistry within the Armed Forces. To the end that 
such induction may be possible, the physical stand- 
ards of the Armed Forces shall consider the func- 
tional ability of the inductee primarily and the ana- 
tomic and physiological defects secondarily. Induc- 
tees of this category shall be assigned to duty in a 
manner similar to the Fulheems system of the 
British Army, which, following an assessment of the 
man’s physique and the defects, then assigns the 
individual to a station, work, and area compatible 
with his functional ability and defects. It is recog- 
nized that the problem of service aggravation of 
disabilities existent prior to induction will exist but 
it is felt that an equitable rule can be determined 
by study of this problem by the Medical Policy 
Council, Department of Defense, and The Surgeons 
General of the Armed Forces. 

5. (Resignation of Reserve Commission) That a 
definite means should be provided whereby a doctor 
or dentist in the ready reserve may resign his com- 
mission when the country is not in a state of war or 
national emergency declared by the President. A 
definite means should be provided whereby a doctor 
or dentist in the standby reserve may resign his 
commission when the country is not in a state of 
war or congressionally declared national emergency. 
_ 6. That it shall be the-duty of the civilian medical 
and dental representative of the President, possibly 
the existent chairman of the Medical Policy Coun- 
cil, Department of Defense, and his dental represen- 
tatives, to be cognizant at all times of the use of the 
medical and dental personnel within the Armed 
Services. It shall be their duty to bring to the atten- 
tion of the Surgeons General any instances in which 
medical or dental personnel are not being used to 
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their fullest extent and economy consistent with serv- 
ice needs while members of the Armed Forces. 

SPEAKER CHARNOCK: Thank you. This resolution 
has been designated as emergency, and will be sent 
to Reference Committee No. 3. 

Any more resolutions? 

Dr. BLANCHARD: This is a resolution having to do 
with deduction of medical expenses for income tax 
purposes. 

WHEREAS, It is most desirable that all possible aid 
be given to encourage distribution of medical care 
to the greatest number of persons under the private 
enterprise system; and 

Wuereas, The payment of income taxes on in- 
come needed to pay medical expenses (less than 
5 per cent of gross income) falls most heavily and 
disproportionately on citizens in the low income 
brackets; and 

WHEREAS, It is inequitable that a person be taxed 
for attempting to restore his health after sickness or 
accident; and 


WueEreEas, His restoration to health would thereby 
increase or insure his productivity and in turn the 
productivity of the nation; and 


Wuereas, Legislative and other public officials 
have suggested a possible solution in the form of 
tax relief; therefore be it 


Resolved, That the California Medical Association 
through its American Medical Association delegates 
seek to encourage national legislation which will 
permit medical expenses actually paid by the tax- 
payer, such as doctor, hospital, laboratory, drugs, 
and dental expenses, and health and accident insur- 
ance premiums, to be completely deductible by the 
patient for income tax purposes. 


SPEAKER CHARNOCK: That will be referred to 
Reference Committee No. 3. 


Dr. Henry Gissons III: This resolution is being 
introduced on behalf of the delegates from San 
Francisco. 


Wuereas, In recent years there has been con- 
siderable advance in the technical knowledge and 
skill in the conduct of postmortem examinations; 
and 


Wuereas, The correlation of findings and infor- 
mation obtained at these examinations is necessary 
for the more accurate determination of the cause of 


death; and 


WHEREAS, The present Coroner System operating 
in the counties of California often does not ade- 
quately cope with the problems that must be solved 
in order to determine cause of death in many cases; 
and 


Wuereas, The Medical Examiner System in effect 
in some commonwealths and states of the Union is 
proven to be more efficient in solving these prob- 
lems, thereby benefiting the welfare of the commu- 
nity and lessening the cost of crime detection and 
aiding the progress of medical science; now, there- 
fore be it ; 
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Resolved, That the Council of the California Medi- 
cal Association petition the State Legislature to pass 
a bill enabling the establishment of a modern medi- 
cal examiner system on a statewide basis. 


SPEAKER CHARNOCK: Thank you, Dr. Gibbons. 
As that is an emergency resolution, it will be re- 
ferred to Reference Committee No. 3. 


Dr. Gissons: The second resolution is also intro- 
duced on behalf of the delegates from San Francisco. 


Wuereas, A resolution was introduced and passed 
this House at the annual meeting of 1950 which was 
as follows: 


“Whereas, The subject of medical service and 
hospital service corporations is of vital interest to 
the people of California, especially the medical pro- 
fession; now therefore be it 


“Resolved, That the House of Delegates of the 
California Medical Association instruct the Council 
of the California Medical Association to make a 
thorough study of all possible government regula- 
tions of hospital service and medical service corpo- 
rations, open panel, closed panel, mutual, non-profit, 
and profit, so that any time legislative action in this 
field is imminent a program to defend the rights of 
the people of California and good medicine will be 
at hand and some emergency expediency will not 
have to be used.” 

Wuereas, Compulsory socialized medicine on a 
state and federal level has been temporarily de- 
terred in favor of voluntary health insurance; and 


Wuereas, Organized medicine has asserted itself 
in establishing medical service as one of the features 
of voluntary health insurance; and 


Wuereas, Prepaid medical service plans have had 
essentially no regulation on a state or federal level; 
and 


Wuereas, There is a great threat to high stand- 
ards of medical practice by substandard practices 
in medical service plans; and 


WHEREAS, It is the duty of organized medicine to 
use all influence possible to get high standards for 
voluntary health insurance, and in particular medi- 
cal service plans; and 


Wuereas, There is justification to having any 
regulations of medical service plans on a state basis 
rather than on a federal basis; and 


Wuereas, This House of Delegates formed a 
Medical Services Commission by resolution at its 
Annual Meeting in 1952 with duties to study all 
matters relative to voluntary health insurance; there- 
fore, be it 


Resolved, That the foregoing resolution passed 
in this House in 1950 be referred to the Medical 
Services Commission with instructions to imme- 
diately make a thorough study of all possible legis- 
lative action that might define and guarantee high 
standards of medical service in all prepaid plans, 
including hospitals, clinics, panels, groups, corpo- 
rations or any other method whereby the same is 
furnished; and be it further 
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Resolved, That this resolution be considered as 
an emergency due to the expediency of the time. 


SPEAKER CHARNOCK: Thank you, Dr. Gibbons. 
That is an emergency resolution and will be referred 
to Reference Committee No. 3. 

Are there further resolutions? 

Dr. THomas Foster: 

Wuereas, No standardized requirements in Cali- 
fornia are necessary with regard to those sciences 
which are basic in relation to the healing arts; and 

Wuereas, In certain instances there are notable 
deficiencies evident in the quality of instruction in 
these basic sciences; and 

Wuenreas, Care of the ill would be obviously im- 
proved by the institution of adequate basic sciences 
requirement; and ‘ 

WHEREAS, The benefits of such requirements have 
already been fully demonstrated in those states 
where such requirements exist; therefore, be it 

Resolved, That the president of the California 
Medical Association appoint a commission whose 
function shall be: 

1. To thoroughly investigate the problems _in- 
volved in such requirements. 

2. To formulate suitable legislation with the aid 
of legal counsel and other informed sources. 


3. To seek legislative relief utilizing such public 
relations counsel as appears necessary and desirable 
successfully to achieve this goal. 


SPEAKER CHARNOCK: That will be referred to 
Reference Committee No. 3. 


Dr. Leon Fox: This resolution is presented on 
behalf of the delegates from Santa Clara County in 
regard to the prorating of dues monthly. 


Wuereas, It is the continuing experience of 
county medical societies to elect new members dur- 
ing any of the twelve months of the year; and 


Wuereas, Such county elections also include elec- 
tion to the California Medical Association, with the 
attendant dues obligations of that Association on 
the basis of a full year’s dues payable by all who 
are elected prior to July 1, and a half year for all 
those elected after July 1; and 


WuereEas, This situation often creates an un- 
favorable reaction among members newly elected 
during the months of May, June, October, Novem- 
ber, and December; now, therefore, be it 

Resolved, That Chapter X, Section 4, Part (d) of 
the By-Laws of the California Medical Association 
be amended to provide that all new members who 
acquire membership in the Association in any 
month after April 1 in any year, be required to 
make payment of the annual dues prorated on a 
monthly basis only for the remaining months in 
the year. 


SPEAKER CHARNOCK: This resolution will be re- 
ferred to Reference Committee No. 4. 
Are there any more resolutions? 
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Voice: Is this the last time to introduce resolu- 
tions which shall lay on the table until the annual 
meeting, or may they be introduced in tomorrow’s 
meeting ? 

SPEAKER CHARNOCK: We'd like to have them 
now, if you can, or you can present them as new 
business. 


There’s one correction which the chair would like 
to make which has been pointed out to me by my 
good friend and colleague, Dr. Craig. Those mem- 
bers who present emergency resolutions must do so 
by permission of the House, and a two-thirds vote 
of the House. We checked this with our By-Laws, 
and we were using the copy that was uncorrected. 
We have had three emergency resolutions presented. 
I shall have to ask your permission to accept them 
as emergency. 

... Whereupon separate motions were made that 
the resolution on Public Law 779 introduced by Dr. 
Graeser, the resolution on the Medical Examiner 
System introduced by Dr. Gibbons and the resolu- 
tion on the Medical Service Plan introduced by Dr. 
Gibbons be accepted as emergency resolutions. A 
vote was taken on each, and each motion was passed 
by a two-thirds vote. ... 

Dr. Burt Davis: I have two resolutions which I 
had hoped to withhold until tomorrow because 
committee action is supposed to be forthcoming at 
that time, but since it is in order to present them 
now, I shall read them. 


Wuereas, It has been stated that there are com- 
munities in which adequate medical facilities are 
not available; and 


Wuereas, It has been suggested that this is a 
real problem which warrants governmental inter- 
ference in the practice of medicine; and 


Wuereas, This problem can be better resolved 
by the Medical Association than by a political di- 
rector; therefore, be it 


Resolved, (1) That Council of the California 
Medical Association be directed to survey the needs 
of the various communities to determine the specific 
areas in which medical service may be inadequate; 
and be it further 


Resolved, (2) That the California delegation to 
the American Medical Association be instructed to 
enter a resolution in that house for a similar study 
on a nationwide basis; and be it further 


Resolved, (3) That other state medical associa- 
tions be encouraged to enter upon similar studies 
to the end that a cooperative survey may be made 
of the United States for the determination of these 
needs. 


The second resolution is a sequel to the first. 


Wuereas, A cooperative study of areas requiring 
medical services is desired and forthcoming; there- 
fore, be it 


Resolved, That in areas in which need exists the 
C.M.A. in cooperation with the A.M.A. institute 
the following program: 
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1. The C.M.A. and A.M.A. arrange with local 
agencies in the areas to provide for the physical 
plant required for-the satisfactory medical practice. 


2. The C.M.A.-A.M.A. enlist the services of re- 
cent qualified graduates of medical schools to fill 
the vacancy that has been previously determined 
and guarantee to the physician and surgeon a satis- 
factory minimum amount for a period of three 
years. 

3. C.M.A.-A.M.A. encourage the physician to ex- 
pand his practice by allowing him to retain any 
excess which he may make beyond this minimum 
amount. 


4..Upon completion of the three-year term the 
physician shall be assured that (a) he may remain 
in the community and retain his established prac- 
tice or that (b) C.M.A.-A.M.A. will arrange a satis- 
factory residency for additional training should the 
physician desire not to remain in the locality. 


5. In the event that the physician remains, the 
problem of that locality will be solved. In the event 
that the physician returns for further training the 
area shall be open for relocation in a similar fashion. 

SPEAKER CHARNOCK: Thank you, Dr. Davis. 
These will be referred to Reference Committee No. 3. 


Voice: I would like to know if I would be in 
order if I would make a motion for a reconsidera- 
tion of the emergency measure of the resolution 
pertaining to Public Law 779. Would I be in order 
at this time? 

SPEAKER CHARNOCK: Wouldn’t you like to take 
that up to the Reference Committee, and then after 
the Reference Committee has dealt with it, find out 
how they deal with it, and appear before that Refer- 
ence Committee and talk to it, and then we can deal 
with it on the floor of the House again? 

Voice: One of the reasons I rise at this time, 
is it possible for the Reference Committee, when 
it brings its report, to overrule the House of Dele- 
gates in making this a regular resolution rather 
than an emergency? 

SPEAKER CHARNOCK: This will be an emergency 
resolution, as it stands at the present time. 

Voice: Then I’d like to make a motion for a 
reconsideration of the vote of the House. 

Voice: A point of order. How does the supporter 
of this motion vote? 


SPEAKER CHARNOCK: That is well taken. Did you 
vote with or against this motion? 


Voice: I voted against it. 


SPEAKER CHARNOCK: Then you cannot ask to 
reconsider. You have to vote with the prevailing 
side. 


If there is no objection, we will recess this meet- 
ing until ten o’clock tomorrow morning. 


... Whereupon the meeting was recessed at 4:50 
p-m.... 
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Sunday Morning Session 


... Whereupon the meeting was called to order 
by Dr. Wilbur Bailey at 10:20 am.... 

SPEAKER BalLey: Gentlemen, the House will be 
in order. The first order of business is the report of 
the Credentials Committee. 


Dr. THomas Foster: Mr. Speaker, there are well 
over 130 delegates seated, and accordingly we do 
have a quorum. 

SPEAKER BatLey: Then with the permission of 
the House, and if the Speaker hears no objection, 
we shall accept the roll call in the same manner as 
we did yesterday; that a quorum is present. 

The next item of business will be the report of the 
Medical Services Commission by Dr. Gibbons. 


REPORT OF MEDICAL SERVICES COMMISSION 


Dr. Henry Grppons III: To the President and 
the House of Delegates: 


The Medical- Services Commission has held two 
meetings of its executive committee and two meet- 
ings of its entire membership since its appointment 
by President Alesen. 


The commission is prepared to carry on a con- 
tinuous and detailed study of the problems of pre- 
paid medical care and is fully aware of its responsi- 
‘bility to act in an advisory capacity to the California 
Medical Association on these problems. The com- 
mission believes that among its many functions is 
the consideration of the value of medical services 
and procedures where indicated. It will cooperate 
with all C.M.A. committees having to do with med- 
ical economics, prepaid medical care and related 
subjects. It will collect, codify and maintain data 
on prepaid medical care and related subjects. The 
commission now has under study a tentative set of 
standards which, when evolved, can be used as a 
guide by the profession and by the public in evaluat- 
ing prepaid medical care programs. We hope to 
establish the machinery whereby persons or organ- 
izations may come for guidance on problems of 
prepaid medical care. The commission is so con- 
stituted that it may carry out the wishes of the 
House of Delegates. 

The commission has met with representatives of 
the A.M.A. Council on Medical Services, A.M.A. 
Council on Industrial Health, and the A.M.A. Bu- 
reau of Medical Economic Research. It has also met 
with men in the insurance industry who are well 
known for their knowledge and activities in the 
voluntary prepaid health insurance field. The com- 
mission believes that it can gain considerable knowl- 
edge and information by discussing the problems 
of prepaid medical care with authorities in this 
field. Meetings with members of the insurance 
industry are plannéd for the near future. The com- 
mission has also followed closely the San Francisco 
Medical Society’s recent study of the labor health 
center plan as proposed by the San Francisco Labor 
Council. The commission is now preparing to or- 
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ganize itself so that its members may become thor- 
oughly familiar with all phases of prepaid medical 
care and through this means be in a position to 
evaluate and appraise the set of standards already 
referred to. 

Your commission is fully cognizant of the magni- 
tude of the task assigned to it by this House of 
Delegates. 


SPEAKER BalILey: Thank you, Dr. Gibbons. 


Dr. Grppons: Mr. Speaker, I move this report be | 
approved. 


... Whereupon a vote was taken and the report 
was approved... . 


SPEAKER BaILey: Now we will go to the report 
of the Industrial Accident Fee Schedule Committee, 
by Dr. Cox. 


REPORT OF INDUSTRIAL ACCIDENT COMMISSION 
FEE SCHEDULE COMMITTEE 


Dr. Francis J. Cox: Mr. Speaker, members of 
the House of Delegates: I was asked to render a 
report to the House of Delegates at this time from 
the Fee Schedule Committee for the Industrial Acci- 
dent Commission, as I understand it, primarily to 
disseminate information, rather than to make any 
formal and final report to the membership of the 
California Medical Association. You will find on 
your chairs a rather comprehensive and detailed 
report of the historical background, which I think is 
something that should be read by every member 
of the C.M.A.; it is to be published in the next copy 
of the JourNAL. I have no intention of reading it 
word-by-word. I do not propose to take up your time 
that much today. Perhaps a few comments to 
clarify some of the things that are mentioned in 
that report would be pertinent as preliminary to 
telling you what the present status of the problem is. 

The report is based on the only available, early, 
documented fee schedule that we have, which is for 
1918. We have, in the California State Journal of 
Medicine for 1914, verification of the fact that the 
original schedule for service under the Workmen’s 
Compensation Act was based on the $1,000 a year 
income groups. By looking backward for the period 
of time from 1914 to the present date, in excess of 
38 years, there has not been a comparable and 
proper change in the Industrial Fee Schedule. That’s 
perfectly evident in the report. It’s common knowl- 
edge. 

As the industrial situation developed, the Work- 
men’s Compensation Law was written originally, 
and as the scope of that law has developed, it has 
included many, many factors of medical care other 
than industrial injury. Many medical problems are 
now considered industrial, and the scope of the act 
is increasing rather than decreasing, as the years 
go by. 

As the act developed, there also were certain 
legal implications’ introduced into the conduct of 
that act, and doctors have been drawn into this 
medico-legal phase of the picture as the act and its 
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application have developed. The theory that a man 
is entitled to a monetary return for his permanent 
disability demands the services of physicians. 

The Industrial Accident Commission, rather than 
simply administrating an act designed to pay for 
the medical care of an injured man, has now be- 
come, in fact and in theory, a court of law. There 
are defendant attorneys, represented by the various 
representatives of the insurance industry, and re- 
cently an increasing number of plaintiff attorneys 
on the opposite side. When you have two contro- 
versial opinions of that type, there are controversial 
opinions bound to be rendered by people hired on 
one side or the other. 

What I’m striving toward is to teach you the 
concept that a fee schedule for the care of the ill- 
nesses and diseases and injuries incurred in in- 
dustry does not encompass solely and only medical 
costs in terms of the services needed to render 
medical care. Therefore the cost must be higher 
than it would be in private practice, and is higher. 

Now our committee has met with the insurance 
industry since the meeting in Coronado in 1950. 
At that time there was an extreme antagonism 
toward the medical profession, not only on the part 
of the insurance industry, but also on the part of 
the members of the Industrial Accident Commission, 
and most of the lay people that we have to deal 
with in trying to change this picture to increase the 
fees. 

We sat with those people for over a year—per- 
haps a year and a half—and we listened to a great 
deal of criticism, and I assure you there was a 
vast amount of it. We took it all under considera- 
tion. Some of it was justifiable; some we did not 
feel was justifiable. But we listened, and we also 
tried to make more simple a lot of the medico- 
legal problems concerned in the treatment of the 
injured or diseased workman. 

In the course of that conversation of over a year 
or a year and a half, we drew up, after a great deal 
of collaboration, a series of simplified forms for 
reporting on the nature and extent of disease or 
injury, and progress, up until the termination of 
the case. It was our understanding that those forms 
were to be disseminated and adopted, and it was 
with direct information from the insurance industry 
that our committee sent to you at one time in the 
past a copy of those simplified forms, stating that 
they would be adopted. They have not been, as yet. 

During this time we tried, on several occasions, 
to bring up the pertinent subject of a change in 
the fee schedule. The agreement in 1950 was that 
we would change the schedule at the end of two 
years. I can recall on one occasion in Los Angeles 
when we presented only the three basic items, the 
three key items of cost—the initial visit, the follow- 
up visit, the hospital visit. The only comment I 
recall from that presentation was a very bitter 
criticism of fishtail Cadillacs, and a rather bitter 
criticism of doctors and their avaricious attitude 
for more money. 

It got nowhere, in any event—this effort on our 
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part to initiate some discussion as to value of the 
basic fee in care of the problems under this Act. 

It became apparent to us about that time that we 
probably were not going to get too far with direct 
negotiations, and we attempted at that time to delve 
into other channels that we might approach to solve 
this problem—one of them through the Senate In- 
terim Committee having to do with Workmen’s Com- 
pensation, and we approached the people on that 
committee and discussed that matter rather broadly. 
We began to consider other solutions. We had noth- 
ing definite to work with. 

As still more time went by, the two years lapsed 
and we still had gotten nowhere. We decided about 
that time that the only thing we could do was to 
throw pressure on the insurance industry from some 
other approach, and we went back to our original 
contact with the Senate Interim Committee. 

Now the Senate Interim Committee had a meet- 
ing in San Francisco on July 14-15 of this year. 
We appeared before that committee. We presented 
our problem, not in any great detail, but we demon- 
strated to the people of the Legislature that we did 
in fact have a proper request for an increase in the 
schedule of fees for physicians. We told them that 
we had not been able to solve this problem by direct 
negotiation. We told them further that the Industrial 
Accident Commission had, in 1949, denied the right 
to set fees, a right which they had exercised since 
1914. We told them that we did not agree with that 
decision, but that we did not know how to force the 
commission to change that decision. We told them 
that for a number of years the insurance industry 
had used the excuse that it would require a three- 
year loss experience ratio to determine a change in 
premium rate. That was a very strong argument 
against any rather largé change in the fee schedule. 
That situation was clarified about eighteen months 
ago by law in the State Legislature, which now 
allows for immediate relief in premium rate for any 
increased cost, so that old protest on the part of the 
industry no longer existed. 

As the result of that discussion in public, and 
strangely, as I look back, we gave our presentation 
without any rebuttal whatsoever from the insurance 
industry on that particular day, and nothing further 
was said. The next day there was rather a strange 
protest filed with the Senate Interim Committee to 
the effect that it was a hopeless situation to deal 
with these doctors anyway; they never knew what 
they wanted in the first place, and if you dealt with 
a few of them, the rest of them would be in clamor- 
ing for more in a day or two. 

We straightened that situation out by sending a 
further letter to the Senate Interim Committee, de- 
tailing the fact that we were speaking for the Cali- 
fornia Medical Association, and not for any group. 
We detailed the fact that we had prepared a sched- 
ule in the early part of 1952, had disseminated it 
completely and widely throughout the state to every 
county medical society; that we had averaged out 
the replies and that we had drawn up a schedule 
which we felt was fair and equitable, not only to 


165 





the insurance industry, but also to the medical pro- 
fession; and they were presenting it as a unit, in a 
sense, and as a unit, it represented the total member- 
ship of the California Medical Association. 

Now subsequent to that time, shortly thereafter, 
and I rather wonder if it was not because of that 
episode, the insurance industry met. They had had 
a copy, or at least had had the information about 
our basic fees, for over a year. We had never heard 
anything about them. 

They had had our proposed schedule since April 
of 1952. It was not until August 20 that we heard 
from them, and at that time they offered us a 10 per 
cent overall increase on the 1950 schedule; that is 
the schedule which is in existence at the present 
time. They offered just a flat 10 per cent overall, 
with certain provisions, and these are pertinent pro- 
visions: that the 10 per cent increase would not be- 
come effective until such time as the application of 
the premium rate increase became effective, follow- 
ing review by the Insurance Commissioner of the 
State of California. They made a further provision 
that pay for care of a patient who was under treat- 
ment before the 10 per cent increase went into effect 
was to be continued at the old rate for one year. 
I though that was a reasonable request. At the expi- 
ration of one year, any case under treatment would 
then be paid for on the new basis. 

But the request that we hold in abeyance the 
adoption or institution of a new fee schedule until 
the premium rate had been adjusted by the Insur- 
ance Commissioner was one that struck me rather 
badly, and struck the rest of our group rather badly, 
for this reason: about that time the insurance indus- 
try went to the Insurance Commissioner of the State 
of California, requesting an increase in premium 
rate based first on an increase in cost. Now a minor 
part of that might possibly have been concerned 
with medical costs. The larger percentage of it, I 
rather believe, was concerned with increase in per- 
manent disability rating benefits, increase in opera- 
tional cost, increase in acquisition cost of one type 
or another. I won’t give you exact figures, because 
for the moment I’ve forgotten them. The request 
was made for a loading of about 10.1 per cent. They 
received a substantial amount of that request—about 
8.6 per cent. 

Now, in addition, they made a second request for 
increase in premium rate based primarily on acqui- 
sition cost. Now here you must understand that 
we're talking about different types of insurance 
companies. There is the State Fund, which is a 
mutual company, operated by the state, which re- 
turns a certain amount of premium to the employer 
in case he has a low loss ratio; there are other par- 
ticipating companies of this type—to name a few 
of them, Industry Indemnity, Pacific Indemnity, 
Pacific Employers, etc. 

If I have a nurse in my office, it costs more for 
me to protect that nurse against injury or disease 
incurred in her ordinary occupational duties than it 
does if I insure a large group. If I insure a thou- 
sand people, it costs less to write that than if I in- 
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sure oné. As a consequence, some of the large par- 
ticipating companies were placed in a position where 
they could return a very large portion of their pre- 
mium to the employer and, in so doing, compete on 
a preferential basis with the smaller companies writ- 
ing the smaller type policy. 

Now the premium rate is based on the average 
cost; it isn’t based on the large accounts—it’s based 
on the low account; and the Insurance Commis- 
sioner took this attitude: that if the premium rate 
were based on the cost for the average policy, then 
the people who were writing large amounts of in- 
surance and large groups were, in fact, making more 
than they were entitled to, and he felt as a conse- 
quence that their premium rate should be lower per 
individual covered. 

The insurance industry accepted his first offer— 
I mean the first grant he gave them in increased 
premium. Instead of discussing the matter of his 
second decision, the several larger companies have 
instituted legal proceedings in the Superior Court 
to challenge his decision. 

Now the net end result is this: The Insurance 
Commissioner takes the attitude that these several 
large companies are in effect getting a premium of 
around $5,000,000 a year to which they are not 
entitled. So long as that matter is in the Superior 
Court, it probably won’t be decided for a year or 
more. As long as that matter is in the courts, the 
Insurance Commissioner says there will be no pre- 
mium change for any reason whatsoever, and where 
does that leave us? 

We knew this before the original meeting with 
the Senate Interim Committee, and we decided about 
that time that there wasn’t much sense in trying 
to negotiate directly with the insurance industry any 
further. Upon the advice of the members of the 
Council, we drew up this report, which is in your 
hands. We have sent it to every member of the Legis- 
lature. We have sent it to all of the chambers of 
commerce throughout the State. It has been released 
to the press, and some of you may have seen refer- 
ence to it in certain newspaper articles in the State. 
The only reason that we did not turn it loose on the 
doctors was the simple matter that we couldn’t get 
it into print fast enough. It’s going out at the earli- 
est possible date of publication, which will be in the 
December issue. 

The copies which you have now are identical with 
the matter that will be published then. 

We went to the Senate Interim Committee in Los 
Angeles on September 23-24 of this year, and on 
this occasion we presented them with a very de- 
tailed demand for serious consideration about legis- 
lation to force some agency, preferably the Indus- 
trial Accident Commission, to hear our plea, and 
to divorce our plea totally and completely from any 
problems that might be concerned with the payment 
of the fee on the part of the insurance industry. 
I think we made a very satisfactory impression upon 
the Legislature. 

It is interesting, to my way of thinking, to quote 
from the comments that were made in public in 
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Los Angeles as late as September of this year— 
comments made by a representative of the insurance 
industry who has headed this Insurance Committee 
for many years, and who certainly knows the prob- 
lem backwards and forwards, and perhaps knows it 
much better than I do. I quote: 


“Now I want to make certain statements about 
the medical picture generally. The pressure that 
comes on this fee schedule comes from other than 
people who do perhaps 90 per cent of all the indus- 
trial work in California. 


“T haven’t the figures available, because I came 
here today unprepared to do so, but I would antici- 
pate that 90 per cent of all such services rendered 
are by people who specialize in, or are equipped 
to handle industrial cases. We receive no pressure 
from these people, because they feel apparently our 
fees are not shockingly out of line. 


“We have demonstrated, particularly in the past 
three years, a willingness to try to adjust our differ- 
ences with,the doctors. Medical costs in California 
are highest in the nation. The answer we received 
to that is that this is not peculiar to industrial 
charges, but exists as well ,in private cases.” 


So that is the type of thinking with which we’re 
dealing. As we have gone on to try to solve this 
difficult problem, we have had conversations with 
various members of the Industrial Accident Com- 
mission, and as we have developed our own back- 
ground: I think we have begun to change their 
thinking, perhaps from an antagonistic one to one 
of approval. There are certain members of the Com- 
mission who have expressed in conversation to me 
the opinion that the Industrial Accident Commission 
has a proper right to listen to the plea of the doctors 
and to adjust their request for an increase in the 
fee schedule. Because of that fact, we have recently 
submitted a petition, a copy of the fee schedule, and 
an economic study substantiating our plea to the 
Commission, and they are to hold a meeting within 
the next week or two (I was hoping it would be 
before this session) to decide whether or not that 
decision which was rendered in 1949, that they had 
no legal power to adjust a fee schedule, was correct 
or not. 

Now if they decide that that decision was errone- 
ous, then we, I think, will be in a position where we 
can go right ahead. The present legal counsel doubts 
very much that the opinion rendered in 1949 was 
correct. 

Trying to substantiate and to further improve our 
position, we have requested from the legislative 
counsel of the State Assembly an opinion regarding 
this particular legal knot. I don’t know at this point 
just what the Commission is going to do. I do feel, 
however, and those of us who are working with this 
problem feel that we should try completely and to- 
tally to divorce any fee schedule request from any 
agreement with the insurance industry based on a 
proper premium change to accommodate for that 
increased cost. 

I have reason for that thought, in the sense that 
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at present some of the companies involved might be 
hurt a bit, but the insurance industry as a whole has 
an abundant surplus—the $5,000,000 referred to— 
to pay the total amount that we require to put our 
new schedule into effect. The total cost of the new 
schedule will be less than $5,000,000 per year, so 
that I have no sympathy with their pleas at this 
time. 

Now, if the Industrial Accident Commission does 
not see fit to change its thinking, does not see fit 
to hear us, then we have two alternatives. Because, 
again, of the appearance and the pressure put upon 
the insurance industry in Los Angeles, the insurance 
industry has now changed its mind, and they are 
considering the fee schedule which we gave them in 
April. We have correspondence from them to indi- 
cate that they would have a counter proposal based 
on that fee schedule in our hands by now. It was 
supposed to be in our hands by December 1. Per- 
haps [’ll get it tomorrow, or maybe next week. If 
the schedule is proper and reasonable, and if it can 
be compromised adequately, then I think we can go 
to the Commission with a little bit better feeling on 
both sides. 

I know that one serious bone of contention will be 
the provision about the premium rate change con- 
tingency. 

The last and only alternative we'll have if we fail - 
in direct negotiations with the insurance industry 
or with the Commission is to request some type of 
legislation before the State Assembly in January, 
which will give to the medical profession proper 
legal standing in this problem. The exact nature of 
that legislative request I cannot give at this time, 
because it has not been drawn up. The authority to 
act, if that contingency arises, was rendered to us 
yesterday by the Council, not only to this commit- 
tee, but also to the Legislative Committee. 

Now I hope that we will not have to go that far. 
I would certainly much prefer to solve the problem 
with the tools that we have at hand, but for the past 
34 years, we’ve gotten nowhere, and we've got to 
change our thinking, and we've got to start acting 
in an extremely aggressive fashion on our own. 

Now, in summary, may | request that you who 
represent the various segments of the State carry 
this conversation back to the various members. It’s 
surprising to me to realize that I have honestly 
tried to disseminate this information publicly and in 
the JouRNAL continually during three years’ time, 
and I’m continually accused by doctors in individual 
status that they have been totally in the dark, and 
they thought this matter was dropped long ago, and 
they wonder why the C.M.A. doesn’t do something. 
We have been doing everything in our power, every- 
thing that is reasonable, and everything that we 
could humanly do to solve this difficult problem for 
you. Please be patient with us. We hope to solve it 
within the next year. 

I’m sorry about taking so much time, but that’s 
the status of the problem at this time. (Applause. ) 

SPEAKER BarLey: The House has already said 
part of what the Speaker intended to say. 
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Will you give us some idea of how much of the 
premium dollar goes to doctors now? 


Dr. Cox: About 12.8 per cent of the premium 


dollar is paid out to doctors at the present time. ° 


Now will you refer to the statistical sheet in the 
pamphlet in front of you. The first column states 
that there has been a 12.5 per cent increase in the 
medical fees during the years 1946-1951. Take that 
and apply it over to column 7. Physicians’ income 
in the United States during a comparable period 
increased by 15.1 per cent. Remember that the 12.5 
per cent increase applied to the figure 15.1 per cent 
is a negligible amount, because the average doctor 
is not going to get that much money in turn, so that 
actually what we’re talking about is the economic 
viewpoint, and there is nothing unreasonable what- 
soever in requesting a 36 per cent increase in costs, 
because the total cost in dollars and cents is not as 
much as it might appear. 


SPEAKER BalLey: Thank you, Dr. Cox. 

If ever there was a magnificent example of bureau- 
cracy at work, this is it. There is no need for further 
action by the House on your report. 


Dr. Cox: No. This committee, as I understand it, 
was appointed by the Council of the C.M.A. and 
responsible to them. The report today was dissemi- 
nated for matters of information, so there is no need 
for approval or disapproval. 


Dr. BartLey: Thank you, Dr. Cox. 


If there is no objection, we will proceed next with 
the report of the Committee on Public Policy and 
Legislation. 


REPORT OF COMMITTEE ON PUBLIC POLICY AND 
LEGISLATION 


Dr. Dwicut H. Murray: Mr. Speaker, Dr. Ale- 
sen, Dr. Green, and members of the House, on 
November 4 you, together with the other voters of 
California, gave the legislative report. (Laughter.) 

In the medical profession in California, we’re 
interested in a good many campaigns, of course; 
beginning at the top, the President and Vice-Presi- 
dent, and next our own U. S. Senator, then coming 
down to the House or to the Congress of the United 
States. There were thirty members to be elected this 
year. The results of those elections I’m sure you’re 
quite familiar with. 


Coming down to the State of California, we have 
every four years half of the Senate to elect, and half 
of them were elected this year, and we have the 
entire Assembly to elect every two years, eighty in 
number. Also, the results of those elections are well 
known to you all. I do not have to go over those 
figures with you, because you know them just as 
well, or perhaps better than I do. 


I want to say this before I close, and I want to say 
it early because I wish to emphasize the fact that 
here in California, as all over the country, you now 
have time to talk to your representatives before they 
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go to the Legislature and the Congress. If you have 
any problem, medical, or otherwise, now is the time 
to talk to them. Tell them your thinking about it. 
Try to inform them on the various problems relative 
to medicine and to the care of the people of our 
country. Give them your ideas and what you think 
about it, and |’m sure that they will appreciate it. 

Now of course no members of any committees 
have been formed, but it is of course entirely pos- 
sible that many members from California will be 
on various and important committees in the halls of 
Congress, and likewise, of course, in California, your 
own particular Assemblyman or your own particular 
Senator may have an important voice in forming the 
policies that will come this coming year. We look 
forward to some problems, as you have already 
heard Dr. Cox say. He’s tired of running, so it looks 
like we’re going to have to do something about this 
problem that he talked to you about this morning. 

We also have our usual problems with the chiro- 
practors, osteopaths, naturopaths, etc., that we'll 
have to work out. We have the vocational nurses’ 
problem that we'll have to help them with. We have 
also the problem of the clinical psychologists. We 
have problems with the physiotherapists, and all in 
all, it looks like we'll have a great many problems. 

However, for the first time since 1943, we feel 
that we'll not be bothered very much with the prob- 
lem of socialized medicine. We think that we haven’t 
solved the problem, but the voters of California have 
solved the problem for us. (Applause.) 

I would like at this time to tell you a little bit 
about your Legislative Committee and office, and 
how we expect to operate this coming year. Our 
office will be in the Sacramento Hotel, as it has been 
for the past several years. Ben Read and Ed Clancy 
will be there to look after the office all the time. Mr. 
Hassard, our legal counsel, and myself do quite a 
little commuting during the time that the Legislature 
is in session. Then we have two members of the 
Legislative Committee, one who is new and just 
appointed by the Council, and another who may not 
be known to you all. Mr. Speaker, will you please 
ask Jim Doyle to stand. 

... Whereupon the Speaker asked Dr. Doyle to 
stand, which he did. (Applause.) .. . 

Dr. Murray: Jim Doyle has practiced in Holly- 
wood and is experienced and astute as a politician, 
and he will give us very valuable experience at Sac- 
ramento. 

The last and newest member appointed is Dr. Dan 
Kilroy of Sacramento. 


... Whereupon Dr. Kilroy stood and was ap- 
plauded.... 


Dr. Kilroy, as you see, is a good-looking Irish- 
man, and smart as a steel trap. We expect him to be 
on the job at Sacramento and give us a lot of help, 
together with our Surgeon General (maybe you 
don’t all know the name that we give Frank Mac- 
Donald, but Frank MacDonald is the Surgeon Gen- 
eral of the Legislature), who will be there to give 
us his usual valuable assistance. 
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Now that is the program that we have in mind 
this year, and I assure you gentlemen that we are 
ably and soundly and capably backed up by the 
Council, by the general office, and by the medical 
profession of the State of California, and we shall 
do our best to protect the health interests of the 
people of California during our coming session of 
the Legislature. 

Don’t be surprised if you’re called on at one or 
two or three oclock in the morning, or most any 
other time. We'll not spare the horses when it comes 
to getting anybody that we think will help us with 
any of our problems. 

Now having so many members here just come 
back from the meeting of the A.M.A. held Tuesday, 
Wednesday, and Thursday in Denver, I think prob- 
ably it would be interesting to you to know a little 
bit about the action taken in regard to some of the 
bills and some of the problems before the House of 
Delegates there. I think you’re probably interested 
in the Doctors’ Draft Bill. There was quite a lot of 
discussion about the Doctors’ Draft Bill, this being 
one of the very important points: is it legal or should 
it be possible to draft doctors to take care of the 
non-service connected cases for the dependents of 
service people? 

That required quite a lot of discussion. It was 
finally decided that inasmuch as the Supreme Court 
is to hand down a decision relative to the drafting 
of doctors, that decision to be handed down in 
January, and furthermore nobody knows how the 
new President is going to stand in reference to the 
number of people in the Armed Forces, and because 
of several things, it was decided that it would be 
wise to hold up the Doctors’ Draft Bill until this 
information from the United States Supreme Court 
and information from the President-elect could be 
secured. Insofar as the medical profession is able, 
that will be done. That was the action taken by the 
_ of Delegates in discussing the Doctors’ Draft 

ill. 

We got into some discrepancies in figures. Our 
own Council on National Emergency Medical Serv- 
ice says that for the next fifteen years, 1,500 doctors 
are all that we'll be short of supplying the needs of 
the Armed Services. They feel that the Armed Serv- 
ices, by cutting a little here and cutting a little there, 
can make up that adjustment and perhaps the pro- 
fession in the country can boost the enrolment a bit, 
and thereby make it unnecessary to have a Doctors’ 
Draft Bill. 

Again, the Armed Forces’ figures don’t quite 
correspond with that. They’re a little evasive as to 
just how many people they will need, and also quite 
evasive on the subject of how much time is spent by 
the doctors in taking care of non-service connected 
disabilities, and in taking care of the dependent 
members of the Armed Forces. Until we can get all 
those figures, it seems likely there will still be a bit 
of an argument, but we hope to get that straightened 
out before very long. 

Now another bill in which I’m sure that you'll all 
be interested was the one that was proposed by the 
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Trustees and many of the members of the House 
with regard to determining where the responsibility 
of the care of the non-service connected disability 
should go. The figures are very clear that if that is 
extended on and on and on, we'll get into astronomi- 
cal figures for the cost of the care of these people, 
and that also puts us in a bad way trying to supply 
the number of doctors that are necessary. The idea 
of an officer of the Board of Trustees of the Amer- 
ican Medical Association was to submit that problem 
to Congress to determine where the responsibility 
should lie in the care of these people—the non-serv- 
ice connected and the dependents of the personnel; 
whether it should be the responsibity of the Federal 
Government, or whether it should be the responsi- 
bility of the local and state government; whether or 
not the non-service connected case should not be 
taken care of at home on the same basis as anybody 
else who was unable to pay his medical bill. 
However, the representatives of the American 
Legion and the Veterans Administration felt that we 
should not ask for legislation, should not ask Con- 
gress at the present time to determine that question, 
so it is held off for a time for further study. What 
the results of that will be we'll have to wait and see. 


I think the question has come to the mind of all 
of you about the appointment of the new Federal 
Security Administrator, Mrs. Hobby of Houston, 
Texas. I'll say that she was unknown to the vast 
majority of the profession of the United States. 
However, the doctors of Texas raised their eyebrows 
when they heard of this appointment, and we’re not 
passing judgment on Mrs. Hobby at all. We’re wait- 
ing until we can have a conference with Mrs. Hobby 
and discuss these problems with her. 


I assure you that no time will be lost, and no 
stone unturned, to secure as early as possible a 
conference with Mrs. Hobby, as well as other lead- 
ers of the new administration with regard to our 
problems of the care of the people of the United 
States. That will be done with all the fairness and 
celerity that is possible. 

I’m very glad to be here, and again I want to 
assure you of the great appreciation of the Legisla- 
tive Committee in all the help we have had. I think 
in all the years that I have been at Sacramento, 
which has been entirely too many, that I have never 
but one time had one man refuse to assist me, and 
then I felt that he had a very just reason to do so, 
and he appointed some man in his place to do what 
I asked him to do. I want to assure you that the 
whole Legislative Committee appreciates that, be- 
cause without the assistance of the medical profes- 
sion, your Legislative Committee would be ham- 
strung. 

Now you all know that as the California Medical 
Association, or any component county society, you 
cannot do anything with regard to politics, but as 
doctors of medicine, as citizens of the State of Cali- 
fornia, we as yet have a perfect right to talk as we 
see fit, and I hope that always continues. Thank you. 
(Applause. ) 
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SPEAKER BatLey: Thank you, Dr. Murray, for 
your usual good report. 

Next is the report of Committee No. 3 on resolu- 
tions, Dr. Halley, chairman. 


REPORT OF REFERENCE COMMITTEE No. 3 


Dr. Hatter: Mr. Speaker, members of the House 
of Delegates, Reference Committee No. 3, consisting 
of E. C. Rosenow of Los Angeles County; Francis 
Rochex of San Francisco County, and myself, was 
given a total of seven resolutions for consideration 
and recommendations at the meeting of December 
6, 1952. Three of these resolutions, to wit: Nos. 1, 
3, and 4, were voted by the House of Delegates as 
emergency resolutions. A hearing was given to all 
seven of the resolutions, but all resolutions not 
declared emergency will remain in committee until 
the annual meeting of the House in May of 1953. 

Resolution No. 1, introduced by Dr. Graeser of 
Alameda County, refers to the provisions under 
which doctors of medicine and dentistry will be se- 
lected for service in the Armed Forces of the United 
States. 

Your Reference Committee feels very strongly that 
the resolution presents a most important problem, 
particularly for those individuals who face induc- 
tion into the Armed Forces in the near future. At 
the hearing, members of the delegation to the A.M.A. 
and others emphasized the need for a change in 
the laws affecting procurement of physicians and 
dentists into the Armed Forces. It was pointed out 
by the delegates that A.M.A. is now taking action 
on this whole problem and felt there would be noth- 
ing added to have this resolution passed. Certain 
inconsistencies were pointed out, for example, the 
development of limited duty of physicians and den- 
tists is not under Selective Service. The physical 
standards for acceptance are those established by the 
various branches of the Armed Services and are not 
subject to the regulations of Selective Service. An- 
other example of the inconsistency of this resolu- 
tion with Public Law 779 is that the resolution calls 
for registration within 30 days after graduation 
whereas the present law requires registration within 
five days. 

Your Reference Committee reiterates that many 
points in the resolution have real merit. We feel, 
however, that this is not the appropriate time for the 
presentation of this resolution and that it is not 
acceptable in its present form. We therefore recom- 
mend that it do not pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

SPEAKER BalLey: The chair calls attention to the 
fact that a “yes” vote will defeat the resolution. 

... Whereupon a vote was taken, and the resolu- 
tion was defeated, and that section of the report was 
adopted. ... ate 

Dr. Hauer: Resolution No. 3, introduced by Dr. 
Gibbons of San Francisco, deals with the establish- 
ment of a medical examiner’s system in the State of 
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California. Your committee feels that since there 
have developed many inadequacies of the coroner 
system, operating in the counties of California, that 
there is a definite need for enabling legislation for 
the establishment of a.modern medical examiner’s 
system. This system has been established in many 
states and has proved to be eminently satisfactory to 
the medical profession, the law enforcement agen- 
cies, and the other branches of government. This 
legislation would make it possible for smaller com- 
munities to avail themselves of the most modern 
methods and expert services of trained pathologists 
and toxicologists which are not now available to 
them. The committee wishes to offer a substitute 
resolution reading as follows: 


Resolved, That the Council of the California Med- 
ical Association urge a legislative study leading to 
the establishment of a medical examiner’s system on 
a statewide basis similar to that now in effect in 
several states and found to be vastly superior to the 
antiquated coroner system. 


Your committee, therefore, recommends that this 
resolution, as amended, do pass. 


Mr. Speaker, I move the adoption of this section 
of our report. 


SPEAKER BalILey: Is there any discussion? 


Dr. Gippons: I could accept this change, as it 
will accomplish in the end the same purpose that 
this resolution was introduced for. I would like to 
explain a little further the advantages of a medical 
examiner system. I believe this project is a worthy 


one, and should be adopted. 


There are methods now in the antiquated coroner 
system to determine the cause of death, but the new 
medical examiner system is a medical-legal system 
that will be established to make it not only possible, 
but mandatory to establish the full facts concerning 
the causes of death in those cases where it is indi- 
cated. At present a great deal of money of the com- 
munity is wasted by antiquated methods and legal 
procedure which become very involved. To back 
up this statement, I think the delegates of the Ala- 
meda Association probably know more about it than 
I can tell you now, but Dr. Morris, a pathologist, 
was sent to study the system in Alameda County, and 
he recommended that they adopt a medical examiner 
system. 


The purpose of such a system is to establish a 
central laboratory for data on facts concerning the 
cause of death, to have it run by a competent and 
well-trained pathologist, and have this central infor- 
mation available for all communities. 


This resolution is, if the State Legislature passes it, 
merely enabling legislation, so that the various coun- 
ties can establish this system in their counties. I 
think all of us should acquaint ourselves with the 
advantages of this system so we can talk about it 
at home. 


Voice: Point of information. Do these resolutions 
that are passed as emergency resolutions have to be 
passed by a majority of two-thirds? 
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SPEAKER BalLey: Yes, two-thirds. Are you ready 
for the question? 

... Whereupon a vote was taken and the resolu- 
tion as amended was passed, and the section of the 
report was adopted. ... 

Dr. HALey: Resolution No. 4, introduced by Dr. 
Gibbons of San Francisco County, refers to the 
duties and functions of the Medical Services Com- 
mission. 

Inasmuch as the functions specified in the 1950 
resolution are among those functions now assigned 
to the Medical Services Commission, your committee 
feels that this resolution is a good one and recom- 
mends a do pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

... Whereupon a vote was taken and this section 
of the report was adopted.... 

Dr. Hatter: Mr. Speaker, I move the adoption 
of the report as a whole. 

... Whereupon a vote was taken and the report 
was adopted as a whole.... 

Dr. HALLEY: That completes our business for this 
session, and I want to again thank the other two 
members of our committee, Dr. Rosenow and Dr. 
Rochex, who have been most cooperative in all our 
meetings in the past year, and have certainly less- 
ened the job of chairman of this committee im- 
mensely. I also wish to thank, and the committee 
joins me in this, everybody who appeared before 
our committee yesterday either for or against these 
resolutions, because without your comments, we 
wouldn’t have proper guidance, and we certaintly 
appreciate your appearances there. 

I'd also like to thank, on behalf of the committee, 
Mr. Hunton, Mr. Hassard, and Mrs. Laughlin, for 
their usual fine help in committee meetings. Thank 
you. (Applause. ) 

SPEAKER BalLey: At this time we'll recess the 
House, unless there be objections, and turn the 
meeting over to Dr. Albert C. Daniels, chairman of 
the Committee on Scientific Work, for a paper by 
Col. William Todd Jr. We will then reconvene after 
the scientific program. 


Dr. Dantes: Yesterday we had the pleasure of 
hearing from Dr. Hopper of the University of Cali- 
fornia, who gave us a very interesting approach to 
the theoretical treatment of burns, showing the value 
of the sodium ion particularly in the treatment, and 
how perhaps the use of large quantities of plasma 
such as has been recommended in the past may not 
be necessarily the treatment of choice. Today we’re 
very fortunate in having Col. Todd, chief of surgical 
service at Letterman Army Hospital, talk to us about 
the present treatment of acute burns. Colonel Todd. 
(Applause. ) 


... Whereupon Col. William A. Todd, Jr., deliv- 


ered an address on “Present Concepts in the Treat- 
ment of Acute Burns.” .. . 
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Dr. DanteELs: Thank you very much, Colonel 
Todd. We certainly appreciate your presentation. 

I will now turn the meeting back to Speaker Char- 
nock. 


SPEAKER CHARNOCK: I’m sure that the House is 
indebted to Dr. Daniels and the Committee on Scien- 
tific Work for these two very fine presentations of 
the scientific program. 

At this time we'll resume the deliberations of the 
House. : 


...-Whereupon Dr. Wilbur Bailey assumed the 
chair.... 


SPEAKER BalILey: We will now have the report of 
Reference Committee No. 4 by the chairman, Dr. 
Arthur Kirchner. 


REPORT OF REFERENCE COMMITTEE No. 4 


Dr. ARTHUR KircHNER: Mr. Speaker, members 
of the House of Delegates, your Reference Commit- 
tee No. 4, composed of Dr. Wayne P. McKee, Dr. 
Albert G. Miller, and myself has held hearings on 
the proposed amendments to the Constitution and 
By-Laws, and recommends as follows: 

This is the amendment that you people are quite 
familiar with after yesterday’s session, and the com- 
mittee has amended Section (d) by striking out the 
$4.00 at the end of the section and substituting the 
following: 


“(d) Those active members who have reached the 
age of seventy years and who have been active mem- 
bers in good standing of this Association for a pe- 
riod of at least twenty years, and who have been 
certified to the Association by their respective com- 
ponent societies to have limited their practices due 
to advanced age or physical disability, may be re- 
duced to such proportion of the regular annual dues 
as the House of Delegates may determine, but in no 
event less than the sum of the minimal charges for 
the annual subscription to the Association’s scien- 
tific magazine, and the annual required assessment 
for the benevolence fund.” 

One thing that has come before me since we had 
our meeting has been a number of questions about 
illness, and I’d like to refer you to our Constitution, 
under Article IV, Section 3, and I'd like to read it to 
you so that you will understand there’s no conflict. 

“The Council, on recommendation of the com- 
ponent society, may grant leaves of absences to those 
who are seriously ill and cannot practice, or who 
must leave practice temporarily for postgraduate 
study, or other purposes acceptable to the component 
society, and during such leave, a uniform reduction 
of fees shall be established by the Council, provided 
no leave may exceed one year, but shall be subject 
to renewal.” 

The committee further wishes to point out that the 
dues of an active member may be paid by the com- 
ponent society from which he comes, if the society 
so desires. 

As now amended, the committee recommends a 
do pass. 
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..» Whereupon a vote was taken and the resolu- 
tion was passed by a two-thirds vote. 


Dr. KircHner: If you will refer to the amendment 
of the Constitution and By-Laws dated December 6, 
you will see that Amendment No. 1 is actually 
Amendment No. 2, and Amendment No. 2 is actually 
Amendment No. 1. 


This amendment as introduced by Dr. Shipman of 
the Council is the one that has to do with more than 
200 members. The other one has to do with more 
than 500 members in a county organization. 


The members who appeared before the committee 
favored the adoption of the amendment covering 
counties of 200 or more. This amendment which 
separates the judicial functions from the administra- 
tive functions in governing bodies of county socie- 
ties is flexible in its wording. In other words, if in 
any county the Council is having disciplinary hear- 
ings, if that governing body of the Council desires 
that the Council shall continue to have those hear- 
ings, that is their privilege. On the other hand, if 
they desire that another group should hold these dis- 
ciplinary hearings, that again is their privilege, so 
that gives flexibility to this amendment, so that the 
counties affected may apply the By-Laws as best suits 
their needs. 


There were a number of people from counties of 
200 or more who felt that was very good, and for 
that reason the committee recommends a do pass to 
the resolution applying to counties of 200 or more. 


Voice: One point that dccurs to me, perhaps legal 
counsel can answer, and that. is: Can the C.M.A. 
create something within a county society such as a 
Judicial Council? 


Mr. Hassarp: Yes, on the subject of disciplinary 
procedure it can. For the past approximately fifteen 
years, the By-Laws of the California Medical Asso- 
ciation have governed all procedure in disciplinary 
actions in the county societies. That was originally 
included in the By-Laws of the C.M.A. in order to 
avoid inconsistent or conflicting types of proceed- 
ings by various societies, and these amendments do 

‘ not change the code of disciplinary procedure, which 


is a part of the By-Laws of the C.M.A. 


SPEAKER Bal.ey: Mr. Hassard, will you point out, 
to make sure the House understands it, that the en- 
tire Council may still serve, as this thing has been 
rewritten, or we may take less. We in Los Angeles 
are interested because to get twenty-three men out 
until 2 a.m. in the morning for four or five days in 
a row is difficult. 

Mr. Hassarb: The first draft of this particular 
amendment called for the creation of a judicial coun- 
cil in societies of 200 or more, to be composed of 
society members who were not on the governing 
board of the local society, whether it be called coun- 
cil or other terms. There was an objection raised 
to that draft on the ground that the members and 
the society should be free, if it wished, to have as 
members of its judicial council those physicians who 
have been elected to office. Accordingly, the amend- 
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ment was redrafted prior to its introduction, and in 
the redrafted form, it is optional, in each society to 
which it applies, for the governing board of that 
society either to appoint physicians who are not on 
the governing board, or to appoint physicians who 
are on the governing board. The judicial council can 
be composed entirely of members of the local gov- 
erning board, again whether it be called Council or 
the Board of Directors, or it may be composed of 
physicians who are not on the governing board, de- 
pending on the local governing board’s wishes. 

SPEAKER BalLey: There is, therefore, nothing to 
prevent the entire Council from serving just as it 
always has, if it wishes to do so. 


Voice: Does this resolution supersede the present 
governing board or present Council in the local 
societies ? 

Mr. Hassarp: If I understand the question, the 
answer is “no,” it does not. It has no bearing on the 
functions of the Council of the local society except 
solely as to the hearing of disciplinary charges, and 
as to that, it permits the Council of the local society 
either to be the hearing body by appointing itself 
as the judicial council, or to appoint others for that 
purpose. It enlarges rather than diminishes the pow- 
ers of the Councils of the local societies. 

... Whereupon a vote was taken, and the resolu- 
tion was passed by a two-thirds vote.... 


Dr. KircHNER: Now I’d like to refer you back to 
Amendment No. 1, and we the committee feel that 
this is the alternate to the amendment that you have 
just voted upon, and action therefore is unnecessary, 
and the committee has no recommendations. 

Amendment No. 3 introduced by Dr. Ward of San 
Francisco is as follows: 


“(e) Prior to the Annual Session in each year 
the Council may, by a two-thirds majority vote, elect 
to cancel the Interim Session for such year, in which 
event all resolutions and new business introduced 
at the Annual Session may be acted upon thereat 
and sub-section (c) above shall not apply.” 

This was a very controversial amendment, and 
members of the House appearing before the commit- 
tee were divided in their opinion, and our committee 
itself was divided in opinion as to the wisdom of 
continuing the Interim Session on a mandatory 
basis. The committee believes that regardless of the 
technical wording of this or any other By-Law 
change regarding the Interim Session, an expression 
of the House should be obtained. 

For that reason a majority of the committee rec- 
ommends that this amendment do pass. 

SPEAKER BalLey: Is there any discussion? 

Dr. Macoon: I would like to discuss this pro- 
posed amendment, not on the basis of the virtues of 
the Interim Session (I’m sure you’re all familiar 
with the fact that I’m a proponent of the Interim 
Session), but on the manner in which it intends to 
accomplish the purpose of the elimination of the 
Interim Session. 


The Reference Committee itself, by inference, has 
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stated regardless of the technical wording, which I 
think can be accepted as the admission that there is 
an error in the technical wording of this proposal, 
that any objection is fundamental to the extent that 
it represents a cancellation of a regular meeting of 
a legislative body by a separate executive adminis- 
trative body, which I consider to be contrary to the 
principles of good democratic and good representa- 
tive government, and even as a matter of temporary 
expediency, should not be in the By-Laws of the 
C.M.A. 

I will not disagree with the opinion of the Refer- 
ence Committee that the House should be given an 
opportunity to register its opinion. After all, it’s 
been registering opinion at every meeting of this 
House for the last two years, and another opportu- 
nity is still in order. The purpose of this proposed 
amendment, as it was explained to the Reference 
Committee, was that it was the first step in the pro- 
posal next time to present an amendment entirely 
eliminating the Interim Session, and this was to 
lessen the confusion of the changeover. 

The advice of counsel and my own strong opinion 
is that confusion would be minimal, particularly 
since there is a stretch-out between the two sessions 
of the House of Delegates. The Reference Commit- 
tees will have plenty of time to do all their work, 
so that whether their resolutions are to be consid- 
ered at the same meeting or a later meeting is 
immaterial and rather unimportant. 


In order, therefore, to make the issue sharp and 
clear, and not complicated by technical considera- 
tions of what is good democratic and good repre- 
sentative government, I move to amend the report 
of the Reference Committee as follows: 


That Reference Committee No. 4 will prepare and 
introduce at the first meeting of the next Annual 
Session of the House an appropriate amendment to 
the By-Laws of the California Medical Association 
to accomplish elimination of the Interim Session. 


There is more than one amendment necessary. 
The whole By-Laws will have to be gone through 
on individual inconsistencies, and the job should be 
done right here rather than in a manner that is 
purely a temporary expedient and contrary to good 
practice. 

SPEAKER BalLey: The motion to amend is up for 
discussion. ° 


Dr. Warp: Having introduced this motion, I am 
very frank to admit that it was to accomplish the 
cancellation of the Interim Session. I voted for the 
continuation of the Interim Session last year in 
order to give it a chance to work. I think that I’m 
probably not much in-error when I say that it 
hasn’t worked; at least it hasn’t accomplished what 
we hoped for it when we put it into the new Consti- 
tution. The answer to that came yesterday when the 
Reference Committee chairman said he had not had 
a single communication, except one solicited, about 
any of the measures that came before him. 

I’m perfectly willing to go along with Dr. Ma- 
goon’s new proposal because it will accomplish what 
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I attempted to accomplish by this rather hastily 
drawn amendment that I| put in, so I’m making a 
plug for the change that Dr. Magoon has just sug- 
gested. 


SPEAKER BalILey: The change in effect is a motion 
to recommit, with instructions to the committee. 
Is there any further discussion? 


Dr. E, E. Wapswortu: Just to lend weight to 
Dr. Ward’s statement, I’d like to inform you that we 
have 176 total registrants, delegates and alternates. 
We’re entitled and should have 244 delegates and 
their alternates, which would make a total of 488. 
If that doesn’t demonstrate a lack of interest in this 
aw meeting, we need no other evidence on 
that. 


Dr. Ward has also already mentioned the lack of 
response to the Reference Committee. I think that 
Dr. Magoon’s statement about lending too much 
authority to our Council is a little in error, inasmuch 
as our Council is an elected organization, and we 
delegate certain chores to them. Those chores are 
pretty well kept in balance and checked, and it is 
their function to run our organization. Repeated 
meetings of a large group are unwieldy and do not 
perform their function well. I think we should have 
confidence in our elected Councils. 


The meeting is not, as I understand it, eliminated. 
It is simply discontinued unless it is needed. In our 
present Constitution and By-Laws, there is provi- 
sion for emergency meetings that may be called 
either by petition or by vote of Council. 

SPEAKER BaILey: The problem is, should we re- 
commit this and have proper legislation prepared 
and introduced, eliminating the Interim Session, and 
secondly, if we decide to do that, or if we defeat that 
recommitting to committee, should we take it as it 
stands, with Council deciding whether they want In- 
terim Meetings or not. 

Voice: Point of information. If the vote passes to 
recommit, how long will it take them to eliminate 
the Interim Session? How long must this lay over, 
and how long before we.get back to the old Consti- 
tution, if the House desires? 

SPEAKER BalILey: It could be brought up at the 
next session by By-Law amendment, and I should 
think could take effect immediately. 

Voice: I’d like to answer that. The identical reso- 
lution was presented the last time, and the committee 
at that time deliberately kept it in committee and 
advised against it and said that they would present a 
resolution which would accomplish what is proposed 
to be accomplished in Dr. Magoon’s amendment. 
It did that and it could have been passed at the last 
session, but it was voted down, so the answer to the 
question is that it can be passed at the next session 
if introduced in the first meeting. 

Dr. Macoon: Would it be in order to answer that 
question by saying that by either mechanism, this 
could be the last Interim Session of this House. 

Voice: Some time ago the chair ruled that emer- 
gency measures were to be carried by two-thirds ma- 
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jority. I wonder if that is correct, and I wonder if 
this is an emergency measure. 

SPEAKER BaiLey: This is a By-Law amendment. 
Resolutions require a two-thirds vote. This just re- 
quires a majority vote. Are you ready then to vote 
on the motion to recommit? 

... Whereupon a vote was taken and it was de- 
cided to recommit. .. . 


SPEAKER BalLey: It now goes back to committee. 


Dr. KircHNER: We will now consider Amendment 
No. 4 introduced by Dr. Fox of Santa Clara regard- 
ing the prorating of monthly dues. The amendment 
calls for the prorating of dues on a monthly basis for 
new members. As presented the amendment does not 
quote the section of the By-Laws that should be 
amended. In its amended form, therefore, so that the 
House may have clearly before it the wording of the 
section amended, the committee has added to it the 
following additional paragraph. 

“So that Subsection (d) of Section 4, Chapter X, 
will read as follows: 

‘(d) Dues of New Members; Amount Payable. 
All doctors of medicine becoming active members of 
this Association shall pay to this Association the 
annual dues payable by active members for the 
period for which membership is obtained, except 
that new members who acquire membership in any 
month after March in any year shall pay annual dues 
prorated on a monthly basis for the remaining 
months in the year. Such payment shall entitle such 
new member to all rights to active membership in 
this Association until the end of the current calendar 
year.” 

The committee did not have an opportunity to 
hear the administrative side of this situation—just 
what it would do to the California Medical Associa- 
tion offices and their work, and it recommends that 
Mr. John Hunton, our Executive Secretary, be heard 
before we vote. However, if so clarified, the com- 
mittee recommends that this amendment do pass. 

Mr. Joun Hunton: Mr. Speaker, members of the 
House, I appreciate the opportunity of discussing 
this proposed amendment, particularly since in my 
opinion the administrative problems would far out- 
weigh the advantages gained by adopting this 
amendment. 

It is simple enough to say that you can divide 
your annual dues by twelve and prorate them. That’s 
a matter of simple arithmetic, but in actual practice, 
I would like to point out to you that thirty of the 
forty county societies in California do not have ex- 
ecutive secretaries. In those counties, a physician 
member serves as the secretary without compensa- 
tion, and relies upon his own office help in keeping 
the records of the society and in keeping the books 
of the society. In dealing with annual dues of $40.00, 
the pro-ratio would come to $3.33 per month. A 
member who was elected to membership in April 
pays into the county society the dues for eight 
months. The secretary of the society, or his secre- 
tary, may not report that member to the California 
Medical Association until July or August, and be- 
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lieve me, it happens every day. In that case you 
have collected eight months’ dues from the mem- 
ber at county level; in the C.M.A. office we’re en- 
titled to receive only seven months, or five or four 
months’ dues. We then have to send back a check 
for the prorated amount to the county secretary, 
who in turn must return that check to the member. 
It means an awful lot of extra bookkeeping. 


Administratively, the C.M.A. can handle it with- 
out any difficulty. We can hire more help and write 
more letters and put on a few more postage stamps, 
but I’m thinking of thirty county secretaries who 
have the problem in their laps. The larger societies 
with the full-time offices will have no problem at all. 
In those societies when the member is elected, he’s 
reported to the C.M.A. almost immediately. 


Now thinking of the new member coming into 
membership who may feel that in paying dues for 
a full six months, when he only enjoys membership 
for two months—he may feel he’s paying for, or 
buying a dead horse. That has been thought of, and 
handled in the following manner: the new member 
elected in the last two months of the calendar year, 
or the last two months of the first half of the calen- 
dar year, becomes a member of the county society, 
enjoys all the privileges of membership of the county 
society, but is not reported to the C.M.A. as a mem- 
ber until July 1 or January 1. We don’t know when 
a county society elects a member. We know only 
when he’s reported to us. We collect dues accord- 
ingly, to the date on which the report of his election 
to membership comes into our office. 

Now to take care of the man who may come in 
at an odd period of the year, it is very simple for the 
county society just to hold up the report of member- 
ship to C.M.A. until the appropriate time. The mem- 
ber may then save a couple of months’ dues instead 
of being stuck for them. I think the angle there off- 
sets the advantage that might be under some other 
system, and would eliminate a lot of extra book- 
keeping. 

I would also call your attention to the fact that 
there’s a provision in the By-Laws at the present 
time that any new member coming into membership 
after July 1 of any calendar year pays only half the 
annual dues for that year, so that there’s a break at 
mid-year. The period involved, therefore, is not 
more than six months at the outside. The bookkeep- 
ing involved, I think, would far outweigh whatever 
advantages might be gained by individual members, 
and we do receive 800 or 900 additional new mem- 
bers each year. 

I will also call your attention to the fact that the 
American Medical Association likewise breaks up its 
dues on a mid-year basis, with the new member 
coming in on a prorata basis in C.M.A. not being 
entitled to a similar prorata in A.M.A. Likewise I 
think, to the best of my knowledge, all state medical 
associations require either the breaking of dues at 
mid-year, or no break whatsoever. I thank you. 


SPEAKER BarLey: Thank you, Mr. Hunton, for 
this ingenious mechanism. The motion before the 
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House is the committee’s do pass recommendation. 
Is there any discussion? 


Dr. Leon Fox: I proposed this resolution and 
wish to speak on it. I have no desire to question the 
veracity of our capable Executive Secretary, Mr. 
Hunton. However, | believe he will find by experi- 
ence with this proposed service to new members 
that most of the bookkeeping will be done by the 
component society secretary, and the smaller the 
society the more important | think this is, and actu- 
ally the least number of people will be involved. Hav- 
ing been a secretary at the time when our society 
was small, I think this bookkeeping is not a very 
great problem. The bookkeeping in the C.M.A. will 
be encumbered, of course, by the reports of com- 
ponent societies. Mr. Hunton tells me that there is 
no problem at all with the present system of pro- 
rating dues on a semi-annual basis. It’s difficult for 
me to see how dividing the year into twelfths instead 
of halves will create an appreciable amount of addi- 
tional auditing or bookeeping. 

This is a requested favor for young physicians 
coming into our society who are desirous of having 
complete, unquestioned membership in county socie- 
ties, and C.M.A., and receive their Journal and also 
to have all the other benefits which we don’t all know 
about. Even if it should prove to be more trouble 
and expensive, we believe it is important enough in 
easing the burden on many individual members to 
warrant your approval of prorating C.M.A. dues on 
a monthly basis. It will make members happier, and 
it certainly seems a logical proposal. 

SPEAKER BaiLey: Thank you, Dr. Fox. Is there 
any further discussion? 

... Whereupon a vote was taken, and the amend- 
ment was not passed... . 

Dr. KirncHNER: I wish to move the adoption of the 
recommendations of Reference Committee No. 4 as 
amended. 

... Whereupon a vote was taken and the report 
and recommendations were adopted as amended. .. . 

SPEAKER BaILey: Thank you, very much, Dr. 
Kirchner. You and your committee have done yeo- 
man work. 

Dr. KincHNerR: I want to thank everybody in- 
volved, and my deepest sympathy to our successors. 


... Whereupon the meeting was recessed at 12:45 
p-m.... 


Sunday Afternoon Session 


... Whereupon the meeting was reconvened at 
2:15 p.m., Dr. Charnock presiding. . . . 

SPEAKER CHARNOCK: Will the House please come 
to order. The first order of business at this time is 


the report of Reference Committee No. 1, Dr. Batten 
reporting. 


REPORT OF REFERENCE COMMITTEE No. 1 
Dr. Douctass H. Batten: Mr. Speaker, members 
of the House of Delegates, Reference Committee No. 
1, composed of Dr. J. W. Moore, Ventura; Roland 
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R. Jantzen, Shasta, and myself, chairman, has met 
and heard discussions upon matters which were pre- 
sented for its consideration. The only business which 
was brought before Reference Committee No. 1 was 
the consideration of the recommendations of the 
C.M.A.-C.P.S. Study Committee. Your Reference 
Committee first of all wishes to express its very sin- 
cere gratitude to the C.M.A.-C.P.S. Study Committee 
for the hours of painstaking research, thought, and 
effort that went into the preparation of this splendid 
report. 


Your committee has reviewed this report as a 
whole, and has listened to lengthy discussions con- 
cerning it, and has arrived at the following conclu- 
sions concerning the specific recommendations of 


the C.M.A.-C.P.S. Study Committee: 


1. That recommendation No. 1, namely, “That 
the House of Delegates of the California Physicians’ 
Service be abolished and its functions be transferred 
to the House of Delegates of the California Medical 
Association,” be approved. Your committee recom- 
mends a do pass on this recommendation. 

Mr. Speaker, I move the adoption of this section 
of our report. 

... Whereupon a vote was taken and this section 
of the report was adopted. ... 

Dr. BaTTeNn: That recommendation No. 2, namely, 
“That the Council of the California Medical Asso- 
ciation serve as the nominating committee for Cali- 
fornia Physicians’ Service Trustees,” be approved. 
This committee recommends that this reeommenda- 
tion do pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 


... Whereupon a vote was taken and this section 
of the report was adopted. ... 

Dr. BatTEN: That recommendation No. 3, namely, 
“That the Board of Trustees of California Physi- 
cians’ Service organize and finance a subsidiary 
non-profit corporation qualified under the insurance 
laws of California to write indemnity-type health 
insurance,” be approved. It is the recommendation 
of your committee that this item do pass. 

Mr. Speaker, I move the adoption of this section 
of our report. 

... Whereupon a vote was taken and this section 
of the report was adopted... .. 


Dr. BATTEN: This committee has reviewed recom- 
mendations 4 through 13 of the C.M.A.-C.P.S. Study 
Committee. This committee is in agreement with 
these proposals in general, but the committee feels 
that these proposals entail some basic changes in 
the practice of medicine which should be discussed 
in the component county medical sociefies. We, 
therefore, feel that no action should be taken on 
these matters at the present time. We recommend 
that each delegate submit these proposals to his 
county medical society for discussion at the earliest 
opportunity. 

It is the opinion of this committee that any local 
county medical society could institute this program 
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in its own society at any time should it wish to do so. 
This committee feels that specific action on these 
recommendations by the House of Delegates of the 
California Medical Association at this time would 
be premature and should be delayed until the next 
session, by which time each component county med- 
ical society will have had ample time to study and 
discuss the proposals and to instruct its delegates in 
what action it desires to have taken. 


Your committee recommends to the Council that 
arrangements be made to provide speakers to local 
county medical societies on the subject of the 
C.M.A.-C.P.S. Study Committee report if any local 
county medical society requests such additional 
clarification. 


Mr. Speaker, I move the adoption of this section 
of our report. 


... Whereupon a vote was taken and this section 
of the report was adopted. ... 


Dr. Batten: In view of our report to this point, 
we feel that recommendation No. 14 is no longer ap- 


plicable. 


Mr. Speaker, I move the adoption of this section 
of our report. 


... Whereupon a vote was taken and this section 
of the report was adopted. ... 


Dr. BatTEN: The committee invites any com- 
ments, discussion, or constructive criticism of the 
C.M.A.-C.P.S. Study Committee report between now 
and the next session of the House of Delegates, at 
which time this committee will submit a final report. 


Your committee wishes to thank the many mem- 
bers of the House of Delegates who appeared before 
it to discuss the points at issue. As chairman of the 
committee, I wish to thank Dr. Jantzen and Dr. 
Moore for their effort and cooperation and Mrs. 
Rooney for her splendid services as secretary for 
the committee. 


Mr. Speaker, I move the adoption of this report 
as a whole. 


... Whereupon a vote was taken and the report 
was adopted as a whole... . 

SPEAKER CHARNOCK: Thank you, Dr. Batten, and 
your committee for this very excellent piece of work. 
(Applause. ) 

SPEAKER CHARNOCK: I may say here that this is 
the first time in my experience that Reference Com- 
mittee No. 1 has been handed a very major job, and 
they have done it very well. 


At this time we'll turn the meeting over to «:r 
Vice-Speaker and C.P.S. for the report of their 1. .- 
erence cgmmittee. 

... -Whereupon Dr. Bailey assumed the chair. ... 

SPEAKER BalLey: In view of your action, this will 
never happen again. From now on, the Speaker will 


also run the C.P.S. meeting, because it will be the 
same. 


Dr. Cass, I thought you might say a word; merely 
that the trustees were in favor and knew all about 
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our report, and were in favor of the report as it 
came out. Is that not true? 


Dr. Cass: Yes, I'll be glad to. The C.P.S. Board 
of Trustees is very much impressed by the fact that 
thousands of working hours of these doctors were 
put in on C.P.S. problems. Actually it’s the first time 
that we have had constructive thought and not a 
bunch of rotten tomatoes. 

The C.P.S. Board of Trustees welcomes this re- 
port. We think it’s terrific, and I hope everybody in 
the State of California and the whole medical society 
reads this report carefully and digests it, because it’s 
almost a reference text book on prepaid medical 
care. 

I don’t think there’s a place in it where the Board 
of Trustees disagrees. We believe in everything that 
was put in this report, and we hope that from now 
on the members of the C.M.A. will be more conver- 
sant with the problems of C.P.S. 

It seems as though when we put a new trustee on 
the board times past (I know it was my case), we 
put somebody on that doesn’t like C.P.S., and some- 
times they'll pass a remark that “you were a nice 
fellow until you went on the board, and now you're 
a stinker like the rest of them.” Actually the work 
on the Board of Trustees of C.P.S. is very similar to 
the work that this committee has had. It’s difficult 
to understand, and most of your trustees will tell 
you that he didn’t really know what the score was 
until he had been a trustee for about a year, and I 
think that this committee (a well-chosen committee 
because the intelligence of this group is very high) 
has done a big favor to the medical society by be- 
coming indoctrinated. You can see from the tone of 
this report that they’re constructive now, whereas a 
year and a half ago that wasn’t true. They came into 
this thing feeling that they had a mission. They had 
something to do to correct something that was bad, 
and the idea at first was not to cooperate with the 
board heavily, but to get their own independent 
viewpoint. Now they have done it and there’s no 
difference in their thinking and that of the board. 

I believe that all of you would do well to read this 
over and over, and get acquainted with what is going 
on in other Blue Shield-Blue Cross plans across the 
country, because that is the hope and salvation of 
the medical profession, even though we do have a 
Republican President. Thank you. (Applause. ) 

SPEAKER BalLey: Thank you, Dr. Cass. As chair- 
man of this committee, I’m sure I speak for all when 
I say we enjoyed working with the trustees, and we 
all now understand a great deal more. The biggest 
problem is to get the membership to understand it, 
too. I hope everyone understands that. 

Now we'll call on Dr. Teall, who is chairman of 
the C.P.S. Resolutions Committee. 


REPORT OF C.P.S. RESOLUTION COMMITTEE 


Dr. TEALL: I have the rare prerogative of assist- 
ing a patient to commit suicide. 


The report of Dr. Donald Cass, president of Cali- 
fornia Physicians’ Service, was accepted, and your 
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committee wishes to commend the president and the 
Board of Trustees for the very evident desire to co- 
operate in the activities of the C.P.S. Study Commit- 
tee and in the recommendations arising from that 
committee’s activities. 

Parenthetically, I’d like to comment that in the 
last twenty-four months, the refreshing breath of 
spring that has come between the Board of Trustees 
and the members of the California Medical Associa- 
tion has been marvelous to witness, and the evident 
desire of the Board of Trustees to hear and be re- 
sponsive to the membership of this organization has 
been a source of deep satisfaction to us all. Your 
committee recommends the adoption of this section 
of the report. 

Mr. Speaker, I so move. 


.... Whereupon a vote was taken, and this section 
of the report was adopted... . 


Dr. TEALL: Resolution No. 1 is the one that im- 
plements the committing of suicide of the Adminis- 
trative Members and the fusion of services with the 
House of Delegates. The resolution was presented 
as written by our own legal counsel to modify the 
By-Laws of the C.P.S. (This has to do with making 
the Council of C.M.A. the nominating body for the 
trustees of the C.P.S.) 

It is the consensus of opinion of your Reference 
Committee that nominations should be for specific 
vacancies, and that election. proceedings by the 
House of Delegates should be to elect a specific 
nominee to a specific vacancy. As presented yester- 
day, the resolution left the opportunity to nominate 
a panel of nominees, and then the two with the high- 
est number of votes would automatically be elected. 
In the discussion before the Reference Committee, 
there was universal feeling on the part of everyone 
who attended the hearing that this should be by in- 
dividual nomination for an individual vacancy, and 
we have therefore amended the original resolution 
as follows: 

“At least thirty days prior to each annual meeting 
of the Administrative Members (House of Dele- 
gates), the Council of the California Medical Asso- 
ciation shall select one or more nominees with re- 
spect to each existing vacancy on the Board of Trus- 
tees and each vacancy to occur at the forthcoming 
annual meeting.” 


And to add to the end of Section 13 the following: 

“The House of Delegates shall separately vote on 
each vacant trusteeship to be filled.” 

Mr. Speaker, the committee recommends that the 
resolution be passed as amended. I so move. 

... Whereupon a vote was taken, and this section 
of the report was adopted and the resolution was 
passed as amended. ... 

Dr. TEALL: In considering Resolution No. 2, the 
question was raised as to the advisability of estab- 
lishing such corporation until the California Med- 
ical Association House of Delegates has taken defini- 
tive action on the recommendations of the C.P.S. 
Study Committee, which it did fifteen minutes ago. 
However, representatives of the Board of Trustees 
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of the C.P.S. have stated that formation of such a 
wholly owned disability insurance company will 
probably be required by the present operation of the 
corporation because of the increasing importance of 
the inclusion of hospital insurance. For this reason, 
your committee recommends that this resolution do 
pass. Mr. Speaker, I so move. 


... Whereupon a vote was taken and the resolu- 
tion was passed. ... 


Dr. TEALL: Mr. Speaker, I wish to commend the 
members of the committee, Dr. Leon P. Fox and Dr. 
Hollis L. Carey, for the work involved. It was the 
most friendly, courteous, kindly meeting the C.P.S. 
Reference Committee has ever had in its long and 
difficult history. 

I move the adoption of this report as a whole. 


... Whereupon a vote was taken and the report 
was adopted as a whole... . 


..- Whereupon Dr. Charnock assumed the chair.... 


SPEAKER CHARNOCK: We will now reconvene as 
the House of Delegates of the California Medical 
Association, and the next order of business is the 
election of a delegate and an alternate to the Amer- 
ican Medical Association. I’m going to ask Mr. Hun- 
ton to comment on this before the nominations are 
put in order. 


Mr. Hunton: Mr. Speaker and members of the 
House of Delegates, the A.M.A. gives representation 
to the component state associations on the basis of 
one delegates and one alternate for each 1,000 active 
members whose A.M.A. dues have been paid, or frac- 
tion of 1,000. The C.M.A. has now eleven delegates 
in the A.M.A., on the basis of slightly less than. 
11,000: members last year. At this time we have 
passed beyond the 11,000 mark, and therefore next 
year will be entitled to twelve delegates. However the 
official membership count in the A.M.A. is taken on 
December 31, so that not until after December 31 
can we be notified officially that we’re entitled to one 
more delegate. 

At the same time the By-Laws of the A.M.A. pro- 
vide that a delegate shall start his service in the 
year following the year in which he is elected, so that 
in order to have an additional delegate in 1953, he 
must be elected prior to January 1, 1953. Therefore 
the election held at this time will necessarily be sub- 
ject to receipt of official word from A.M.A. that 
C.M.A. is entitled to an additional delegate and alter- 
nate. 

SPEAKER CHARNOCK: It seems as if we're just 
going to elect somebody so that we'll be prepared. 

“he chair will now receive nominations for the 
oftite of delegate to the American Medical Associ- 
tion. 


NOMINATION AND ELECTION OF DELEGATE 
TO A.M.A. 


Dr. Cass: I would like to nominate Frank Mac- 
Donald of Sacramento. Dr. MacDonald, as you all 
know, has been very active in his county association 
and served for years on the Council of C.M.A., and 
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also as trustee of C.P.S. In addition, he’s been Pete 
Green’s alternate for a number of years, and has 
attended the A.M.A. conventions, and in our present 
set-up, we have agreed that we will send our alter- 
nates back at our expense, and give them a course in 
training so that when the delegates are elected, we 
prefer to elect those who have been alternates. I be- 
lieve that Frank MacDonald has served his appren- 
ticeship. He’s really a delegate already, and I would 
like to state that the delegates to the A.M.A. would 
like to have Frank back there with them. 


Dr. GREEN: I would like to second that nomina- 
tion, inasmuch as he served very well as my alter- 
nate. : 

SPEAKER CHARNOCK: Dr. Frank MacDonald has 
been placed in nomination. Are there any further 
nominations? The chair, hearing none, declares the 
nominations closed. 


... Whereupon a vote was taken, and Dr. Frank 
MacDonald was elected delegate to the A.M.A.... 

SPEAKER CHARNOCK: We will now receive nom- 
inations for the position of alternate. 


NOMINATIONS AND ELECTION OF ALTERNATE 
DELEGATE TO A.M.A. 


Dr. Macoon: I should like to present for your 
consideration the name of the dean of our patri- 
archs, perhaps oi our delegation, as a nominee for 
this office of alternate to the A.M.A. I call him the 
dean not because of his years of age, but because 


of the seventeen devoted years that he has spent as , 


a member of this House. He has filled honorably and 
well many offices in our county medical society, cul- 
minating in that of president. His energy, his intelli- 
gence is known to all of you; he himself is known 
to all of you. It is my pleasure to nominate for the 
office of alternate to the A.M.A., Dr. Joe Josephson. 

... The nomination was seconded. .. . 

SPEAKER CHARNOCK: Are there any further nom- 
inations? 

Dr. Leo L. STANLEY: I'd like to place in nomina- 
tion Dr. O. R. Myers. He’s been a member of the 
House of Delegates for a number of years. He’s been 
a good member of his society in Eureka. He’s very 
familiar with the affairs of military service. I would 
like to place his name in nomination. 

... The nomination was seconded. .. . 


Dr. Dave Dozier: Mr. Speaker, members of the 
House of Delegates, I’d like to place in nomination 
for the position of alternate delegate to the A.M.A. 
Dr. Henry Randel of Fresno. Dr. Randel has been a 
very prominent representative of the doctors of the 
San Joaquin area. Those of you who know him will 
know that he is, above all, a strong believer and 
strong supporter of the very best interests of organ- 
ized medicine. Henry’s always willing to take a job, 
and when he takes it, he’s in there pitching. He does 
a good job. He has been a splendid representative 
from his area. 

In considering the distribution of delegates 
throughout the state, this House has just accorded 
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the honor of delegate to a man from the northern 
part of the state. We’re aware that the urban centers 
are well represented. We’re aware further that the 
coast counties are fairly well represented. In giving 
the position of alternate to a man from the San Joa- 
quin Valley, I think we would be recognizing an 
area where there are a fine bunch of doctors doing 
a fine job. I think they deserve representation. I’m 
sure that Henry would be a top representative, not 
only for them, but for our whole society. 


Dr. BEN FREEs: I wish to second the nomination 
of Henry Randel for two reasons. First, he is quali- 
fied for the position, and second, the representation 
that he will give. This new opening, as you heard 
John Hunton tell us, is because the California Med- 
ical Association got new representation because of 
new members. I say to you that the question of rep- 
resentation holds just as much in the state of Califor- 
nia as it does in the nation, and if you will examine 
the representation of the delegation that goes to the 
A.M.A., you will find that the San Joaquin Valley 
has no representation at all. Therefore it gives me 
great pleasure to second the nomination of Henry 


Randel. 

VoIcE: Some of the members don’t know who this 
alternate delegate is to serve for. 

SPEAKER CHARNOCK: This alternate delegate is to 
serve as alternate to Dr. Frank MacDonald. Are 
there any other nominations for this position of 
alternate? c 

Voice: I move nominations be closed. 


... Whereupon a vote was taken, and the nomina- 
tions were closed. ... 


SPEAKER CHARNOCK: We will vote by ballot on 
the following: Dr. Joseph Josephson; Dr. O. R. 
Myers; Dr. Henry Randel. Will the nominees please 
rise and be identified. 


...Dr. Josephson and Dr. Myers rose, but Dr. 
Randel was not present... . 

Voice: Mr. Speaker, Dr. Randel is having a meet- 
ing of the California Rural Health Council, and he 
will be delayed a little. 

SPEAKER CHARNOCK: While we’re waiting for the 
tellers, we would like to ask if any other committees 
would like to make a report at this time. The chair 
hears none. 

Mr. Secretary, is there any old business for this 
body? 

Dr. Daniets: No, there is no old business. 


SPEAKER CHARNOCK: Is there any new business? 
I might say that at this time anybody who wishes to 
present an emergency resolution for settlement at 
this meeting may do so. 


Dr. FreDeErIc P, SHIDLER: 

Wuereas, The C.P.S. Study Committee has 
clearly shown that health insurance best serves the 
public when it defrays the expense of catastrophic 
illness, and in this capacity provides more protection 
for the premium dollar; and 
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WHEREAS, It has been amply shown that coverage 
for all illness by insurance is unsound under any 
system; and 

WueEREAS, The C.P.S. Study Committee recom- 
mends indemnity health insurance as the solution of 
health problems; and 


WHEREAS, The California Medical Association has 
taken the lead in health insurance by its initiation 
of C.P.S. in 1939, and should continue to take the 
lead in health insurance; and 


Wuereas, Indemnity insurance policies cannot be 
written without a fee schedule; now, therefore, be it 

Resolved, That the California Medical Association 
establish a fee schedule for guidance of any indem- 
nity insurance underwriting, which shall be desig- 
nated as an “Indemnity Insurance Fee List”; and 
be it further 

Resolved, That the Medical Services Commission 
recommend a fee schedule for this purpose to the 
House of Delegates; and be it further 

Resolved, That such a fee list should be repre- 
sented both to the public and the physicians of Cali- 
fornia as an average fee for the specific service per- 
formed; and be it further 

Resolved, That each physician be neither bound 
to the schedule as total payment, nor threatened with 
punitive action if he disagrees with the schedule; 
and be it further 


Resolved, That all physicians in California be 
encouraged to use the insurance fee list as com- 
pletely as possible in order to encourage the faith 
of the public in the medical profession. 

SPEAKER CHARNOCK: This will be referred to 
Reference Committee No. 3. 

Is there any further new business? 


Dr. Macoon: Would it be in order to ask that 
that resolution go to Reference Committee No. 1 as 
being germane to the report of the C.P.S. Study 
Committee in covering exactly the same ground? 

SPEAKER CHARNOCK: | think your point is well 
taken, and we'll refer it to Reference Committee 
No. 1. 

Is there any further new business? 


Dr. GRAESER: Mr. Speaker, members of the House 
of Delegates, I apologize for bringing this back to 
the House, but a number of the physicians have 
wanted to open up the question again of the dilemma 
of the veterans, so I would like to offer this motion: 
I move that the Council be requested to consider and 
study, prior to the 1953 Annual Session, the subject 
matter contained in Resolution No. 1 introduced 
yesterday, and which failed to pass today. 


SPEAKER CHARNOCK: Is there any discussion? 

Voice: The subject matter in this is very contro- 
versial, of course, and the people who came to us 
for relief will be disappointed if we say it didn’t 
pass as an emergency resolution at which time we 
didn’t have time to give it proper study, so by turn- 
ing it over to the Council for consideration, those 
who seek relief in the usual fair and democratic way 
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can communicate with the Council, or do as they see 
fit, and thereby they won't feel there’s something 
very important to them that has been voted out. 

SPEAKER CHARNOCK: Is there any further dis- 
cussion? 

... Whereupon a vote was taken and the motion 
was carried.... 

SPEAKER CHARNOCK: The chair will see that the 
Council is asked to expedite their study of this 
matter. 

Dr. Ruddock, will you announce the vote, please. 

Dr. Joun Ruppock: The vote for Dr. Randel 
totaled is 106, which is a majority of the House, 
with a total of 143 votes cast. 

SPEAKER CHARNOCK: I thank the tellers for their 
laborious task. 

Is there any new business to come before this 
body? If not, we’ll hear a motion to adjourn. 

Voice: Since Dr. MacDonald has been elected a 
delegate, don’t we have to elect another alternate? 

SPEAKER CHARNOCK: Alternates are elected at the 
Annual Session. In the interim, the Council appoints 
an alternate. It is by Council appointment at this 
meeting. 


... Whereupon the meeting was adjourned at 
3:08 p.m.... 


Executive Committee Minutes 


Tentative Draft: Minutes of the 235th Meeting of 
the Executive Committee, San Francisco, Decem- 


ber 20, 1952. 


The meeting was called to order by Chairman 
Lum in Room 221 of the St. Francis Hotel, San 
Francisco, at 1:15 p.m., Saturday, December 20, 
1952. 


Roll Call: 


Present were President Alesen, President-Elect 
Green, Council Chairman Shipman, Auditing Com- 
mittee Chairman Lum, Secretary Daniels and Editor 
Wilbur. Absent for cause, Speaker Charnock. 

A quorum present and acting. 

Present by invitation were Executive Secretary 
Hunton, Public Relations Director Clancy, Legisla- 
tive Chairman Dr. Dwight H. Murray, and Drs. 
Edwin E. McNiel, Douglas Campbell, Oliver Jensen 
and John Alden. 


1. Psychiatric Study: 

Dr. Alesen outlined the request received by the 
Association for a review of a report made on a re- 
search study conducted in a state hospital. It was 
pointed out that the C.M.A. committee had been 
asked only to review a report rendered. 


Drs. Campbell, Jensen and Alden, representing 
several psychiatric societies, discussed the commit- 
tee’s reports and subsequent newspaper publicity 


179 





| 
i 
| 
| 
| 
) 
| 
| 


and suggested that further consideration be given to 
this study, possibly including committee meetings, 
physical inspections of hospital and patients and 
other actions. They suggested the committee might 
be augmented by adding other members represent- 
ing several professional psychiatric societies and 
personnel familiar with institutional administration. 

Discussion was also held on a request that the 
Association review the findings of two groups which 
had made nutritional studies in state hospitals. 

On motion duly made and seconded, it was voted 
to approve the establishment of a committee to con- 
sider the nutritional questions and, if invited by 
legislative representatives, to give further considera- 
tion to the review of the research report originally 
submitted. 


2. Public Policy and Legislation: 


On motion duly made and seconded, it was voted 
to refer to the Committee on Public Policy and Leg- 
islation, for consideration, a suggestion that amend- 


‘ments be sought by the statutes covering therapeutic 


abortions. 


On motion duly made and seconded, it was voted 
to refer to the Committee on Public Policy and Leg- 
islation a question brought by a member relative to 
C.M.A. approval or disapproval of UNESCO and 
similar groups. 

3. State Department of Public Health: 

On motion duly made and seconded, it was voted 
to refer to the Committee on Public Health and 
Public Agencies the request of the State Department 
of Public Health for cooperation in considering pos- 


sible problems connected with the distribution of 
gamma globulin. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 4:30 p.m. 


Donatp D. Lum, M.D., Chairman 
ABerT C. Dantets, M.D., Secretary 


Inu Memoriam 


Avperson, Harry E. Died in San Francisco, December 
13, 1952, aged 74, Graduate of the University of California 
School of Medicine, Berkeley-San Francisco, 1900. Licensed 
in California in 1900, Doctor Alderson was a member of 
the San Francisco Medical Society, the California Medical 
Association, and the American Medical Association. 


+ 


Barrp, Harry R. Died November 8, 1952, aged 78. Grad- 
uate of the College of Physicians and Surgeons of San 
Francisco, 1906. Licensed in California in 1909. Doctor 
Baird was a member of the Sacramento Society for Medical 
Improvement, the California Medical Association, and the 
American Medical Association. 


+ 


Bow es, Frank H. Died in Oakland, December 3, 1952, 
aged 72. Graduate of the Cooper Medical College, San 
Francisco, 1909. Licensed in California in 1909. Doctor 
Bowles was a member of the Alameda-Contra Costa Medical 
Association, the California Medical Association, and the 
American Medical Association. 


+ 


Burcer, THomas QO. Died in San Diego, December 18, 
1952, aged 77. Graduate of Vanderbilt University School 
of Medicine, Nashville, Tennessee, 1900. Licensed in Cali- 
fornia in 1914. Doctor Burger was a member of the San 
Diego County Medical Society, a life member of the Cali- 
fornia Medical Association, and a member of the American 
Medical Association. 


+ 
Coun, Jack. Died in San Francisco, January 2, 1953, 
aged 62, of coronary artery disease. Graduate of Stanford 


University School of Medicine, Palo Alto-San Francisco, 
1933. Licensed in California in 1933. Doctor Cohn was a 


member of the San Francisco Medical Society, the Cali- 
fornia Medical Association, and the American Medical 
Association. 


+ 


CraBTREE, Epwin H. Died in San Diego, December 1, 
1952, aged 66, of rupture of congenital aneurysm of verte- 
bral artery. Graduate of the University of Michigan Med- 
ical School, Ann Arbor, 1912. Licensed in California in 
1912. Doctor Crabtree was a member of the San Diego 
County Medical Society, the California Medical Association, 
and the American Medical Association. 


+ 


Davis, Joun D. Died in Long Beach, December 15, 1952, 
aged 56. Graduate of the University of Illinois College of 
Medicine, Chicago, 1922. Licensed in California in 1929. 
Doctor Davis was a member of the Los Angeles County 
Medical Association, the California Medical Association, 
and the American Medical Association. 


+ 


Fretper, Roy L. Died in Los Angeles, December 10, 1952, 
aged 60. Graduate of Johns Hopkins University School of 
Medicine, Baltimore, Maryland, 1916. Licensed in California 
in 1921. Doctor Fielder was a member of the Los Angeles. 
County Medical Association, the California Medical Asso- 
ciation, and the American Medical Association. 


+ 


GusraFson, Ropert K. Died in Pasadena, December 17, 
1952, aged 62, of coronary artery disease. Graduate of 
Johns Hopkins University School of Medicine, Baltimore, 
Maryland, 1926, Licensed in California in 1929. Doctor 
Gustafson was a member of the Los Angeles County Med- 
ical Association, the California Medical Association, and 
the American Medical Association. 


CALIFORNIA MEDICINE 





InMAN, Murpuy M. Died in Palm Springs, December 8, 
1952, aged 79, of coronary artery disease. Graduate of 
Beaumont Hospital Medical College, St. Louis, Missouri, 
1897. Licensed in California in 1918. Doctor Inman was a 
member of the Los Angeles County Medical Association, 
the California Medical Association, and the American 
Medical Association. 

% 


Lewe, Georce H. Died in Beverly Hills, December 17, 
1952, aged 54, of coronary artery disease. Graduate of 
Northwestern University Medical School, Chicago, Illinois, 
1924, Licensed in California in 1930. Doctor Lewe was a 
member of the Los Angeles County Medical Association, 
‘ the California Medical Association, and the American 
Medical Association. 


+ 


McReyno ps, Rosert P. Died in Los Angeles, December 
19, 1952, aged 81. Graduate of the University of Pennsyl- 
vania School of Medicine, Philadelphia, 1895. Licensed in 
California in 1906. Doctor McReynolds was a member of 
the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and the American Medical 
Association. 


Muut, Anita M. Died in San Diego, December 14, 1952, 
aged 66. Graduate of the Indiana University School of 
Medicine, Bloomington-Indianapolis, 1920, Licensed in Cali- 
fornia in 1924. Doctor Muhl was a retired member of the 
San Diego County Medical Society, and the California 
Medical Association. 


+ 


ScaTenA, Freperick N. Died in San Francisco, December 
25, 1952, aged 64, of a cerebral hemorrhage. Graduate of 
the University of California School of Medicine, Berkeley- 
San Francisco, 1914. Licensed in California in 1915. Doctor 
Scatena was a member of the Sacramento Society for 
Medical Improvement, the California Medical Association, 
and the American Medical Association. 


+ 


Wuirte, Henry L. Died in Pasadena, December 22, 1952, 
aged 60. Graduate of the University of California School 
of Medicine, Berkeley-San Francisco, 1928. Licensed in 
California in 1928. Doctor White was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and the American Medical Association. 


C.P.S. Billing 


THE FOLLOWING LISTING of most common reasons why payment by C.P.S. for 
professional services is delayed, as well as the most common reasons why it is 
sometimes necessary for C.P.S. to reject payment, originally was printed in Prog- 


ress, the quarterly publication of C.P.S. The two lists are now reprinted in CALI- 
FORNIA MEDICINE in order to emphasize their importance to physicians and to the 
office staffs employed by physicians. Fuller understanding of the reasons for delay 
or rejection will contribute much toward smoother relations between physicians 


and C.P.S. 


Most Common Reasons 
Why Payment By 
C.P.S. Is Delayed 


* Member’s number is omitted or is in- 
correct. 

* Physician’s name or number is omitted, or 
number is incorrect. 

¢ Physician has failed to give diagnosis of 
condition treated. 

¢ The type of surgery and date of surgery 
are not stated. 

* The type of fracture is not indicated; or a 
reduction is not noted as open or closed. 

¢ No indication as to whether services were 
rendered to father or son, or mother or 

» daughter, when first names or initials are 
the same. 

* Failure to indicate that the patient is a 
referred case. 

¢ Anesthetist’s failure to indicate length of 
time for surgery. 

¢ Investigation to determine existence of 
Workmen’s Compensation or third party 
liability. 
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Most Common Reasons 
Why Payment By 
C.P.S. Is Re jected 


* Out-patient medical care not a benefit of 
member’s contract. 


* Out-patient laboratory and x-ray service 
not a benefit of member’s contract. 

¢ First two visits are member’s responsi- 
bility. 

* Fee paid is total fee for surgical proce- 
dure; no additional fee for postoperative 
care. 

* Medical care not a benefit of member’s 
contract. 

¢ Maximum out-patient laboratory or x-ray 
services already exhausted. 

’ 

¢ Non-surgical obstetrics not a benefit of 
member’s contract. 

* Benefits not provided for a condition which 
is not an active illness or injury. 


* Care rendered prior to effective date of 
member’s contract. 





NEWS & NOTES 


NATIONAL + STATE - COUNTY 


ALAMEDA 

Dr. Herbert M. Evans, director of the Institute of 
Experimental Biology on the Berkeley campus of the Uni- 
versity of California, recently was elected a foreign member 
of the Swedish Royal Academy of Sciences, In a letter of 
notification of the election, Dr. Arne Weslgren, secretary of 
the academy, said that it was a token of respect for Dr. 
Evans’ “masterly researches in the domain of endocrinology 
and vitaminology.” 


LOS ANGELES 

The Alumni Association of the School of Medicine of the 
College of Medical Evangelists will present its seventeenth 
Annual Alumni Postgraduate Convention in the Ambas- 
sador Hotel, March 8 to 10, 1953. The American Academy 
of General Practice has granted academy members informal 
postgraduate credit for attendance at this assembly. The 
program follows: 

Sunpay, Marcu 8 

8 :00-9:00—Registration. 
8:30—Motion picture. 
9:00—Traumatic Disease—Silas B. Hays, Major General, 

Deputy Surgeon General, U. S. Army. 
9:30—The Irritable Bowel Syndrome—J. Arnold Bargen, 

M.D. 
10 :00—Intermission—Exhibits. 
11:00—Panel—Peptic Ulcer. 

Moderator: Richard B. Cattell, M.D., Surgery 

J. Arnold Bargen, M.D., Medicine 

Frederick J. Stare, M.D., Nutrition 

Walter C. Alvarez, M.D., Psychosomatics 
12:00-1:30—-Luncheon—Exhibits. 
1:15—Motion pictures. 
tats Diagnosis in Genital Cancer—Carl P. Huber, 


2:15—Surgical Economics and Ethics—George W. Stephen- 
son, M.D. 

2 :45—Intermission—Exhibits. 

3:30—Panel—The Physician’s Public Relations. 
Moderator: Lewis A. Alesen, M.D., Surgery. 
Louis Regan, M.D., Medico-Legal. 
George W. Stephenson, M.D., Surgery. 
Mr. John Hanton, Public Relations. 
Francis Hodges, M.D., General Practice. 

4:30-5 :00—Exhibits. 

Monpay, Marcu 9 

8:00—Motion picture. 

8:30—Treatment of Tumors of the Soft Somatic Tissues— 
George Thomas Pack, M.D. 

9:00—The Neuroses—Walter Alvarez, M.D. 

9:30—Present Day Management of Chronic Ulcerative 
Colitis—J. Arnold Bargen, M.D. 

10 :00—Intermission—Exhibits. 
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11:00—Panel—Low Back Pain. 
Moderator: Miland E. Knapp, M.D., Physical Medicine. 
Carl P. Huber, M.D., Obstetrics and Gynecology. 
Houston S. Everett, M.D., Genito-urinary. 
C. Hunter Shelden, M.D., Neurosurgery. 
12:00-1:30—Luncheon—Exhibits. 
1:30—Motion picture. 
2:00—Management of Thyroid Disease—Richard B. Cattell, 
M.D. 


2:30—Latest Developments in Optimal Nutrition—Freder- 
ick J. Stare, M.D. 


3 :00—Intermission—Exhibits. 
4:00—Hematuria—Houston S. Everett, M.D. 
4:30—Rehabilitation—Miland E. Knapp, M.D. 


5:00-5:30—Latest Developments in ENT—Vernon Erken- 
beck, Col., MC. : 
Tuespay, Marcu 10 
8:00—Motion picture. 
8:30—What’s New in Allergy—Walter MacLaren, M.D. 
9:00—Progress in Hematology and Laboratory Diagnosis— 
Maxwell M. Wintrobe, M.D. 
9:30—Latest Trends in Therapeutics—Walter Alvarez, M.D. 
10:00—Intermission—Exhibits. 
11:00—Panel—Common Errors in Diagnosis. 
Moderator: Maxwell M. Wintrobe, M.D., Medicine. 
George Thomas Pack, M.D., Surgery and Radiology. 
Carl P. Huber, M.D., Obstetrics and Gynecology. 
Frederick J. Stare, M.D., Nutrition. 
Houston S. Everett, M.D., Genito-urinary. 
Vernon J. Erkenbeck, Col., MC., ENT. 
12:00-1:30—Luncheon—Exhibits. 


1:15—Urological Obstructions Resulting from Gynecologi- 
cal Causes—Houston S. Everett, M.D. 

1:45—Dystocia—Carl B. Huber, M.D. 

2:15—Gastric Cancer—George Thomas Pack, M.D. 

2:45—Intermission—Exhibits. 

3:30—Diagnosis and Management of the Patient with 
Jaundice from Extrahepatic Disease—Richard B. Cattell, 
M.D. 

4:00—Office Management—Francis Hodges, M.D. 

4:30-5 :00—Exhibits. 


REFRESHER CouRSES—CONFERENCE CLINICS 


Following the convention at the Ambassador there will be 
a three-day refresher course program on the Los Angeles 
campus of the College of Medical Evangelists. Accredited 
members of the faculty of the School of Medicine, College 
of Medical Evangelists, or of other recognized medical 
schools will be in charge of all instruction, and formal post- 
graduate credit will be granted by the American Academy 
of General Practice. The refresher course program will in- 
clude six three-hour conference clinics, each clinic panel 
including representatives of the several specialties involved 
in the management of the case presented. 

oo * * 


New developments in methods for protecting and improv- 
ing the health of the American worker and of insuring his 
safety will be reported by the nation’s leading industrial 
doctors, dentists, nurses and hygienists at the 1953 Na- 
tional Industrial Health Conference to be held in Los 
Angeles, April 19 to 24. 

Professional groups participating in the conference will 
be the American Conference of Government Industrial 
Hygienists, United States Navy Industrial Health Organiza- 
tion, American Association of Industrial Dentists, American 
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Industrial Hygiene Association, Industrial Medical Associa- 
tion, and the American Association of Industrial Nurses. 
This is the first time the six groups have ever scheduled 
their simultaneous sessions on the West Coast. 
ok * * 


Dr. Paul H. Harmon, Hollywood, is returning to Rio de 
Janeiro, Brazil, for a two-month appointment as visiting 
foreign professor at the Hospital dos Servidores do Estado, 
a position he held for a similar period in 1951. He also will 
hold clinics and deliver lectures on orthopedic surgery in 
the following Brazilian cities: Belém, Manaos, Recife, Bahia, 
Curitiba and Porto Alegre. 

ok aK * 


Dr. Stafford L. Warren, dean of the Medical School of 
the University of California at Los Angeles, has been 
appointed to the Advisory Council on Neurological Diseases 
and Blindness of the U. S. Public Health Service. The coun- 
cil advises the U. S. Surgeon General on matters of policy. 

* * * 


Dr. Raymond Van Buren Stone, director of labora- 
tories for the Los Angeles County Health Department, re- 
tired from that position at the end of the year after 30 years’ 
service. 

* * * 

Appointment of Dr. Harold P. Tompkins as head of the 
radiological service of the Los Angeles Office of Civil De- 
fense was announced recently. 


RIVERSIDE 


Dr. Fred D. Lord of Riverside was elected president of 
the Riverside County Medical Association to succeed Dr. 
James C. Long of Hemet, and Dr. John S. O’Toole was 
elected secretary to succeed Dr. Richard N. Boylan. 


SAN FRANCISCO 


The Northern California Chapter of the American Col- 
lege of Surgeons will hold its semiannual meeting on Sat- 
urday, March 14, in the Sir Francis Drake Hotel, San Fran- 
cisco. 

The morning, from 9:00 a.m. until noon, will be devoted 
to informal sessions covering the various specialties and gen- 
eral surgery. 

In the afternoon there will be two guest speakers. The 
meeting will adjourn at 4:00 p.m. 


SANTA CLARA. 


Dr. Burt L. Davis of Palo Alto has been elected presi- 
dent-elect of the Santa Clara County Medical Society, and 
Dr. George W. Waters has been installed as president for 
1953. Dr. Pierce C. Barrette and Dr. Henry C. Dahleen 
were elected vice-presidents, and Dr. Dan Brodovsky and Dr. 
J. Daniel Lamon, Jr., were reelected secretary and treasurer 
respectively. 


GENERAL 


Two California physicians will be guest-participants in 
panel discussions at the first Western Hemisphere Con- 
ference of the World Medical Association which is to 
be held April 24, 1953, at Richmond, Va. They are Dr. John 
D. French, chief of the neurosurgery division of the Veterans 
Administration Hospital, Long Beach, and Dr. Dwight L. 
Wilbur, clinical professor of medicine at Stanford Univer- 
sity School of Medicine, San Francisco. 

The sessions. will provide opportunity for a discussion of 
current medical problems between representatives of the 
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national medical societies of Latin America and United 
States specialists and practitioners. Dr. Louis H. Bauer, 
president of the American Medical Association, will mod- 
erate at a general session at which panel reports will be 


made. 
* * * 


The Pacific Coast Surgical Association will meet Feb- 
ruary 16 to 20 in Seattle and at Harrison Hot Springs Hotel 
in British Columbia. The first day’s meeting will be held in 
Seattle with headquarters at the Meany Hotel, with moving 
pictures in the morning and clinics at the University of 
Washington Medical School in the afternoon. The following 
morning the society will board buses to Harrison Hot 
Springs, where the remainder of the meeting will be held. 


* aE a 


The annual spring convention of the Oregon Academy 
of Ophthalmology and Otolaryngology will be held in 
Portland, March 23 to 27. The program has been arranged 
by the academy and the University of Oregon Medical 
School. The meeting will be divided into two sections— 
ophthalmology March 23 and 24 and the morning of March 
25; and otolaryngology the afternoon of March 25 and all 
day March 26 and 27. Guest speakers will be Dr. Herman 
Burian, associate professor of ophthalmology, State Univer- 
sity of Iowa Medical School; Dr. Harold Scheie, associate 
professor of ophthalmology, University of Pennsylvania Med- 
ical School; Dr. Kenneth M. Day, professor of otology, Uni- 
versity of Pittsburgh Medical School; and Dr. Jerome A. 
Hilger, clinical assistant professor of otolaryngology, Uni- 
versity of Minnesota Medical School. 


POSTGRADUATE 


EDUCATION NOTICES 


MEDICAL EXTENSION UNIVERSITY OF CALIFORNIA 


Postgraduate Courses for 1953 


Course for General Practitioners, March 2 through 6, 
Mount Zion Hospital, San Francisco. Fee to be an- 
nounced. 


Symposia on Psychosomatic Medicine, Wednesday after- 
noons and evenings, March 11, 18, 25. Fee to be an- 
nounced. Langley Porter Clinic, San Francisco. 

Diagnostic Radiology, April 6, 7, 8, at Franklin Hospital, 
San Francisco. Fee to be announced. 


Pediatric Conference, June 22 through 26. Fee to be an- 
nounced. Medical Center. 


Conference on General Surgery, June 15 through 19. Fee 
$75.00. Medical Center. 

Obstetrical and Gynecological Conference, September 2, 
3, 4. Place and fee to be announced. 


Ophthalmology (for specialists), September 14 through 
19. Fee $75.00. Medical Center. 


Medicine for General Practitioners, September through 
November. East Oakland Hospital. Fee $50.00. 


Evening Lectures in Medicine, September through No- 
vember. Fee $50.00. Mills Memorial Hospital, San Ma- 
teo (probably). 

Contact: All inquiries to be addressed to Stacy R. Mettier, 
M.D., Professor of Medicine, Head of Postgraduate 
Instruction, Medical Extension, University of California 
Medical Center, San Francisco 22. 


Continued on page 184 
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Postgraduate Education Notices 
Continued from page 183 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


The Stanford University School of Medicine will offer the 
annual postgraduate conference in Clinical Ophthal- 
mology from March 23 through 27, 1953. The program 
this year will be devoted to Ophthalmic Surgery. 


Registration will be open to physicians who limit their 
practice to the treatment of diseases of the eye or eye, 
ear, nose and throat. In order to allow free discussion by 
members of the conference, registration will be lim- 
ited to thirty physicians. 

Instructors will be Dr. A. Edward Maumenee, Dr. Dohr- 
mann K. Pischel, Dr. Jerome W. Bettman, Dr, Max 
Fine, Dr. Earle H. McBain, and Dr. Arthur J. Jampol- 
sky. 

Cardiology—Date: June 15-19. Fee: $75.00. 
General Medicine—Date: June 15-19. Fee: $75.00. 
Surgery of Trauma—Date: June 22-26. Fee: $75.00. 


General Surgery—Date: June 22-26. Fee: $75.00. 


Programs and further information may be obtained from 
the Office of the Dean, Stanford University School of 
Medicine, 2398 Sacramento Street, San Francisco 15, 
California. 


UNIVERSITY OF SOUTHERN CALIFORNIA SCHOOL 
OF MEDICINE 


Division of Medical Extension Education 


No. 882—Essential Physics in Radiology 


Dates: March 9, 1953, through April 10, 1953—Los An- 
geles County Hospital; April 13, 1953 through May 25, 
1953—Cedars of Lebanon Hospital. 

Tuition: $55.00. 


Speakers: Robert E. Pugh, Jr., F.A.C.R. (Assoc.), Henry 
L. Jaffe, M.D. 
Contact: Dr. Gordon E. Goodhart, Director, Medical Ex- 


tension Education, 1200 North State Street, Los Angeles 
33, Calif., CApital 4195. 


UNIVERSITY OF SOUTHERN CALIFORNIA SCHOOL OF 
MEDICINE 


AMERICAN COLLEGE OF PHYSICIANS 
Studies in the Clinical Aspects and Diagnostic Procedures in 


Cardiovascular Diseases—George C. Griffith, M.D., F.A. 
C.P., director. 


Dates: May 2 through March 7, 1953; Minimal Registra- 
tion: 50, Maximal Registration: 75. Los Angeles County 
Hospital Auditorium, 1200 North State Street, Los An- 
geles. 

Fees: A.C.P. Members—$30.00; non-members—$60.00. 

Contact: Mr. E. R. Loveland, Executive Secretary, Ameri- 
can College of Physicians, 4200 Pine Street, Philadel- 
phia 4, Pennsylvania. 


THIRD ANNUAL POSTGRADUATE MEDICAL AND SUR- 
GICAL CONVENTION 


Pioneer Memorial Hospital, Brawley 
Fripay, Fesruary 27, 1953 
MORNING—ENDOCRINE DISEASES 
. Gynecological Endocrinology—Dr. Charles E. McLen- 
nan, Professor of Obstetrics and Gynecology. 


. Management of Diabetic Patients—Dr. John A. Luet- 
scher, Associate Professor of Medicine. Dr. George 
Bernard Robson, Associate Clinical Professor of Medi- 
cine. 


. Medical Problems of the Thyroid and Adrenal—Dr. 

John A. Luetscher, Dr. George Bernard Robson. 
12 noon—Luncheon 
AFTERNOON 

. Surgery of the Endocrine System—Dr. Victor Richards, 
Assistant Professor of Surgery. 

. Roundtable—Problems in Endocrinology—Dr. John A. 
Luetscher, Dr. Charles E. McLennan, Dr. Victor Rich- 
ards, Dr. George Bernard Robson. 

EVENING 


Banquet—Address: Supervoltage Radiation in the Treat- 
ment of Cancer—Dr. Henry S. Kaplan, Professor of 
Radiology. 


Saturbay, Fesruary 28, 1953 
MORNING 

. Surgery of the Esophagus and Stomach—Dr. Gunther 
W. Nagel, Clinical Professor of Surgery. 

. Diagnosis and Treatment of Lesions of the Colon—Dr. 
Russell R. Klein, Assistant Clinical Professor of Sur- 
gery. 

. X-ray Diagnosis of Gastrointestinal Diseases — Dr. 
Henry S. Kaplan. 

12 noon—Luncheon 
AFTERNOON 

. Surgery of the Biliary Tract and Pancreas—Dr. Victor 

Richards. 


. Roundtable—Gastrointestinal Hemorrhage—Dr. Russell 
R. Klein, Dr. John A. Luetscher, Dr. Henry W. Nagel, 
Dr. Victor Richards, Dr. George Bernard Robson. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 
SCHOOL OF MEDICINE, Medical Extension 


Postgraduate Course in Basic Neurology 
Date: February 16 to June 8, 1953. 
Fee: $75.00. 


Instructional Staff: Chairman, R. B. Livingston, M.D., 
Associate Professor of Anatomy and Physiology, Uni- 
versity of California School of Medicine, Los Angeles; 
Horace W. Magoun, Ph.D., Professor of Anatomy and 
Chairman of the Department, University of California 
Medical School, Los Angeles; J. D. French, M.D., Asso- 
ciate Clinical Professor of Surgery, University of Cali- 
fornia Medical School, Los Angeles; Chief Neuro- 
surgeon, Veterans Administration Hospital, Long Beach. 


Contact: Thomas H. Sternberg, M.D., Head of Postgradu- 
ate Instruction, Medical Extension, University of Cali- 
fornia, Los Angeles 24, Calif. 
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ESSENTIALS OF DERMATOLOGY—4th Edition—Nor- 
man Tobias, M.D., Associate Clinical Professor of Derma- 
tology, St. Louis University. J. B. Lippincott Company, 
Philadelphia, 1952. 596 pages, 186 figures, 6 subjects in 
color on 3 plates, $6.00. 


This volume, intended for students and beginners in der- 
matology, fulfills its purpose even though its very brevity 
forces the author to make dogmatic statements which could 
be better qualified if more space were available to him. 

The American terminology, keratoderma and erythro- 
derma, for example, should be consistently adhered to 
rather than the British which occasionally slips in, e.g., 
keratodermia and erythrodermia. Dermatitis nodularis ne- 
crotica is incorrectly linked with both acne conglobata and 
erythema induratum, totally unrelated diseases. The term 
“liver spots” is given as a synonym to both tinea versicolor 
and chloasma, dissimilar disorders. No mention is made 
of the treponema immobilization test in the discussion of 
false-positive serologic reactions. The statement that “Ring- 
worm of the scalp does not occur after puberty” should be 
revised in view of Pipkin’s report of many such occurrences. 
More detailed instructions in regard to treatment could be 
given if space were saved by omitting many of the rare 
dermatoses. 

The black and white photographs are good. It is unfor- 

‘tunate that the prohibitive cost of colored photographs, so 
valuable to the beginner in dermatology, has limited the 
number of them in this volume to six. We hope that future 
editions can be properly illustrated in color. 

ok ae ok 

CIRCULATORY DYNAMICS—Physiologic Studies—Carl 
J. Wiggers, M.D., Sc.D., F.A.C.P., Professor of Physiology, 
School of Medicine, Western Reserve University, Cleve- 


land. Modern Medical Monographs, No. 4, Grune & Strat- 
ton, New York, 1952. 107 pages, $4.00. 


This welcome volume consists of three chapters based 
upon lectures delivered by Professor Wiggers during the 
last two years. They represent, therefore, his current views 
after a long career devoted to physiology of the circulation. 

“Basic Hemodynamic Principles in the Interpretation of 
Circulatory Disorders” discusses what its title promises, with 
particular attention to arterial pressure and its measure- 
ment, the pulse wave and arterial hypertension. 

“Determinants of Cardiac Performance” (previously pub- 
lished in identical form in Circulation, 4:485-495, October 
1951) has to do with Starling’s law of the heart and related 
problems. 

“Dynamics of Ventricular Contraction under Abnormal 
Conditions” (slightly expanded and modified from the ver- 
sion which appeared in Circulation, 5:321-348, March 1952) 
includes information relative to ventricular pressure pulses 
as altered by a number of clinical conditions including 


arterial hypertension, pericardial effusion and valvular 


lesions. 
Typography is good, there are extensive bibliographies 
and an index, and the volume is warmly recommended. 
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EGO DEVELOPMENT AND THE PERSONALITY DiIS- 
ORDERS—A Developmental! Approach to Psychopathology 
—David P. Ausubel, M.D., Ph.D., Bureau of Research and 
Service, College of Education, University of Ilinois, Ur- 
bana. Grune & Stratton, New York, 1952. 564 pages. $10.00. 


This book of over 500 pages is an attempt to present “A 
systematic and comprehensive developmental theory of psy- 
chopathology...” While the presentation considers the 
Freudian approach, the writer attempts a more eclectic 
viewpoint, presents the many differences of opinion that 
prevail in the psychiatric field and attempts to evaluate the 
various differences of opinion and point out which views 
are most acceptable. Certain parts of the book are very 
clearly and simply written; other parts are quite detailed 
and somewhat difficult to follow. On the whole the author 
presents a well balanced and scholarly formulation of his 
material. The reviewer is particularly impressed with the 
manner in which the hereditary constitutional factors are 
dealt with and the relative roles assigned to hereditary fac- 
tors and environmental factors. The book can be recom- 
mended to all psychiatrists as a critical evaluation of psy- 
chiatric and particularly psychoanalytic formulations. The 
average reader will find some parts of it very interesting and 
very helpful, but may find difficulty with some of the formu- 
lations. The book will undoubtedly be criticized by orthodox 
Freudians for not accepting the psychoanalytic view of psy- 
chosexual development and for not emphasizing more the 
role of the unconscious. 


* * * 


BRAIN TUMORS OF CHILDHOOD — Henry Cuneo, 
M.D., Assistant Professor of Neurological Surgery, Univer- 
sity of Southern California School of Medicine; and Carl 
W. Rand, M.D., Clinical Professor of Neurological Surgery, 
University of Southern California. Charles C. Thomas, 
Publisher, Springfield, Dlinois, 1952, 224 pages. $5.75. 


In reviewing the 83 cases of brain tumor treated by them 
at the Children’s Hospital in Los Angeles during the last 
decade, Cuneo and Rand have made a considerable contri- 
bution to the literature concerning this subject. The mono- 
graph is of principal interest as a report of the clinical and 
pathological findings in these patients, some of which are 
extraordinary, and as a record of the views of the authors 
on diagnostic and therapeutic approaches to the problems of 
a similar character. As such the appeal is most to the neuro- 
logical surgeon and neurologist. Pediatricians will find many 
points of interest in the sections devoted to early signs of 
brain tumor in childhood and to differential diagnoses. 

It is hoped that the second edition will include all of the 
children with brain tumors who have come under the care 
of these authors. Allusion is made to these from time to 
time, and the result is tantalizing. The added cases should 
materially enhance the value of the book, and perhaps could 
provide a firmer basis for some generalizations which at 
present seem to have inadequate support. 
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LIVING WITH CANCER—Edna Kaehele. Doubleday & 
Company, Inc., Garden City, N.Y., 1952. 160 pages, $2.00. 


This small book is an autobiographical account of a 
woman’s physical and emotional reaction to prolonged irra- 
diation for advanced pelvic cancer, presumably a stage IV 
carcinoma of the uterine cervix. After what most therapists 
. would regard as excessive treatment (56 x-ray treatments, 
intra-uterine radium, interstitial radon seeds and “radium 
chloride” by oral and intravenous routes), there ensued a 
protracted convalescence, even longer than the 15 months 
of treatment. Six years following treatment, the authoress 
declares she is well and active though she still has “active 
cancer.” 


Although this effort is intended to be an inspirational 
message for cancer patients, it undoubtedly ranks as the 
most chilling and macabre account of therapeutic violence 
and tortured emotional response in the reviewer’s memory. 
It would be impossible to believe, from this saga, that most 
women pursue their regular daily activities while proceed- 
ing with a full course of external irradiation for pelvic can- 
cer, or that they escape mental derangement during their 
convalescence. 


The “message” is intended for those who undergo conven- 
tional treatment for cancer and fail to achieve clinical con- 
trol of their disease. The “discovery” of the authoress is that 
by a combination of a high protein, high vitamin diet and 
some ill defined state of faith best described as self-identi- 
fication with the Deity, one can live indefinitely with “ac- 
tive” cancer. As is common to all anecdotal accounts of a 
single case of cancer, there is no recognition of the variable 
natural history of the disease, and the well recognized exam- 
ples of occasional control of advanced lesions. In fact, what 
the authoress interprets as “the unpleasant daily manifes- 
tations” of her still “active” cancer is probably a euphe- 
mistic description of a postirradiation vesicovaginal fistula. 


The pages of this booklet offer some evidence of the 
authoress’ narcissism, as in the following quotations: “How 
little those who passed could know of the storms that beat 
behind the composed exterior of my face.” Or even more 
significant, “I had the feeling sometimes that the reason I 
remained alive was that without me, insignificant as I was, 
the world would not exactly balance, that nature, abhorring 
a vacuum, would keep me here until my replacement came 
along.” 

There are discursive and amateurish references to reli- 
gion, psychology, and the failure of the medical profession 
to improve end results in cancer “for the past two thou- 
sand years.” The book cannot be recommended for any 
conceivable purpose. 

* * * 


PSYCHOTHERAPY OF PSYCHOSIS—Gustav Bychow- 
ski, M.D., Assistant Clinical Professor of Psychiatry, New 
York University College of Medicine, Grune and Stratton, 
New York, 1952. 328 pages, $5.75. 


Actually, this book is largely devoted to a discussion of 
the theories of schizophrenia, with most of the material a 
discussion of the psychoanalytic theories of schizophrenia. 
The material given concerning the mechanisms in schizo- 
phrenia and the psychotherapy of schizophrenia is, in gen- 
eral,-in accord with accepted psychoanalytic material. 

The latter part of the book is taken up with the discus- 
sion of manic-depressive psychosis and the psychodynamics 
of elation and depression. Again there is much more discus- 
sion of theory than there is of treatment. 

The book is hardly suitable for the beginner in psychia- 
try and the discussion of psychoanalytic theory is not what 
one would expect to give to the advanced student. 
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GYNECOLOGIC AND OBSTETRIC PATHOLOGY—With 
Clinical and Endocrine Relations—3rd Edition—Emil No- 
vak, M.D., D.Sc. (Hon., Trinity College, Dublin; Tulane), 
F.A.C.S., F.R.C.0.G. (Hon.), W. B. Saunders Company, 
Philadelphia, 1952. 595 pages with 630 illustrations, 19 in 
color, $10.00. 


Novak’s Gynecological and Obstetrical Pathology is too 
well known to need an introduction. Since it first appeared 
in 1942 it has been an accepted standard text for teaching. 
As a cytological atlas it is most useful and has brought 
universal recognition to the author, It is, therefore, not sur- 
prising that a third edition now has appeared. 

Novak has made a number of minor changes in the text 
and has exchanged and added a number of illustrations 
which enhance the value of the book. 

The only major change he has made is the addition of a 
chapter on the common lesions of the breast, which the 
author did in response to a request from many of his readers. 
He feels that this addition is desirable since the general 
trend among gynecologists is toward the treatment of the 
diseases of the breasts. In its present form the chapter is 
probably too brief and could be improved with additional 
information. In the meantime it calls the subject to the 
attention of the gynecologists and obstetricians who after 
all have the greatest opportunity to discover neoplastic dis- 
ease early and therewith materially can help in improving 
the cure rate of breast cancer. 

As with previous editions the publishers, W. B. Saunders 
Company, have done a fine job of printing and binding 
quite in line with the policy of this old and respected pub- 
lishing house. 

* co * 


PROGRESS IN OPHTHALMOLOGY AND OTOLARYN.- 
GOLOGY—A Quadrennial Review—Volume I—Part One— 
Ophthalmology—Edited by Meyer Wiener, M.D., and A. 
Edward Maumenee, M.D.; Part Two—Otolaryngology— 
Edited by Percy E. Ireland, M.D., and Joseph A. Sullivan, 
M.D. Grune & Stratton, New York, 1952. 666 pages, $15.00. 


The purpose of this book is to bring the reader up to date 
on the literature with the least possible effort. ' 

The contributors to the book are competent men in their 
fields. In the ophthalmology section there are 344 pages 
divided into 34 sections. These are divided into four parts 
dealing with first, basic science, second with diagnosis and 
treatment, third with surgery, and fourth with related sub- 
jects. 

Each author lists his bibliography and gives the present- 
day state of our knowledge on ophthalmology. 

The book is a good review with very little controversial 
material and will bring the reader up to date. 

The second half of the book deals with the progress made 
in otolaryngology during the past six years. 

There are twenty-eight chapters, each written by an 
authority in his particular phase of the specialty. All worth- 
while literature is covered in an unbiased manner by the 
author. Controversial subjects are dealt with fairly, with the 
attempt to give the reader the opinion, not only of the 
authors, but the general consensus as well. 

Each chapter is concise, well written, with a few necessary 
illustrations to give a picture of the advances in otolaryn- 
gology during this period. 

The book is not designed as a textbook, but meant to 
bring the reader up to date in all departments of the spe- 
cialty. In this it has succeeded admirably. 

It fills a definite need and should be useful to the student 
as well as the practitioner. 

It is also most useful as a reference book and should be 
on the shelf of everyone doing any otolaryngology, either 
as a general practitioner or as a specialist. 
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THE ESOPHAGUS AND ITS DISEASES—Eddy D. Pal- 
mer, M.D., F.A.C.P., Lt.Col., Medical Corps, U.S. Army, 
Chief, Gastrointestinal Section, Walter Reed Army Hos- 
pital. Paul B, Hoeber, Inc., New York, 1952. 553 pages, 
$15.00. 


This is an attractive and excellently illustrated book 
which discusses the esophagus and its disorders in terms of 
morphologic and physiologic behavior. The emphasis is pri- 
marily on a clinical and pathological understanding of the 
diseases, and the bulk of the book is of medical rather than 
surgical interest. This is a rather disturbing feature about 
the book, since nowadays so much of the treatment of eso- 
phageal disorders centers around surgical measures. There 
is not a single illustration, for example, of any of the sur- 
gical procedures discussed. Yet, the book covers such dis- 
orders as congenital atresia of the esophagus, diaphragmatic 
hernia, diverticula of the esophagus, rupture of the eso- 
phagus, ulcers, strictures, tumors, and varices. Deficiency 
diseases, collagen diseases, and acute and chronic infec- 
tions are also discussed. The photographs of x-rays are 
excellent and the sections on pathology, both gross and 
microscopic, are well done. This is a book for gastroenter- 
ologists who desire specialized knowledge of the esophagus. 
It is too detailed and expensive for what it contains for 
student and general practitioner, and it is of value to sur- 
geons only for physiological and pathological discussions. 
It is not good for technique of surgical treatment. It is a 
valuable contribution to medical literature and nice to have 
available as a reference book, but hardly one to buy for 


everyday use. 
* * & 


TEXTBOOK OF GYNECOLOGY—4th Edition—Emil No- 
vak, A.B., M.D., D.Se. (Hon.), F.A.C.S., F.R.C.0O.G (Hon.), 
Assistant Professor Emeritus of Gynecology, The Johns 
Hopkins Medical School; and Edmund R. Novak, A.B., 
M.D., F.A.C.S., Instructor in Gynecology, Johns Hopkins 
Medical School. The Williams and Wilkins Company, Bal- 
timore, 1952. 800 pages, $9.00. 


The fourth edition of Novak’s well-known Textbook of 
Gynecology has come out with the name of a co-author, 
Edmund R. Novak, Emil Novak’s son and associate. What a 
rare chance for a son to share an enviable reputation and 
what a magnificent opportunity to assure continuance of a 
great teaching text. 

Novak’s Textbook of Gynecology, like his Gynecologic 
and Obstetrical Pathology, ranks high on the list of accepted 
teaching texts. It differs from others because it discusses 
many subjects in a pleasing informal way, and it is this 
which makes it particularly attractive to the student. The 
subject matter is meticulously organized, beautifully illus- 
trated and exhaustively analyzed. The extensive bibliogra- 
phy has been brought up to date and is more than ever a 
helpful aid to teaching. Practitioners like the text because 
it is concise but not too brief. In passing, it may be said 
that the book ‘is principally a guide to diagnosis and a thera- 
peutic aid, leaving the details of surgical technique for 
others to discuss. 

There are no major changes in the new edition, obsolete 
material has been deleted and all chapters have been brought 
up to date. Some 40 illustrations have been added and the 
various bibliographies have been revised. Everett’s useful 
chapter on the common disorders of the female urinary 
organs likewise has been revised. To review all of the minor 
changes hardly would further enhance the fine reputation of 
this text. Besides, it is so well known and so widely accepted 
that further discussion would be like the proverbial carry- 
ing of coal to Newcastle. Novak’s textbook recommends 
itself. 

The publishers, Williams & Wilkins Company, have done 
a most acceptable job in printing and binding the fourth 
edition. 
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PHARMACOLOGY IN CLINICAL PRACTICE — Harry 
Beckman, M.D., Director, Departments of Pharmacology, 
Marquette University Schools of Medicine and Dentistry. 
W. B. Saunders Company, Philadelphia, 1952. 839 pages, 
152 figures, $12.50. 


Dr. Beckman has recently completed a “folksy” textbook 
which he calls “Pharmacology in Clinical Practice.” He 
states that this book represents a course in pharmacology 
which he teaches. He indicates that there is no need for the 
medical student or doctor to know “the relationship of 
chemical composition and biological activity” nor to have a 
consideration of the historical development of this branch 
of medicine. His approach is certainly in contrast to most 
medical school teaching of pharmacology. Attempts are 
being made to base medical education on a scientific foun- 
dation rather than on rote memory of specific remedies. As 
one passes through this book from allergy to venereology 
one notices that this is in no sense the classic approach to 
pharmacology. It is a treatment book with the diseases 
listed and a number of current proprietary drugs discussed 
or prescribed. The information which is furnished concern- 
ing the drug is meager and encompasses that of descriptive 
literature. 

The second section of the book is entitled Drug Data. 
Fifty-three pages are devoted to a listing of proprietary 
drugs, the manufacturer and the various dosage forms. It 
resembles a condensed version of the physicians’ desk ref- 
erence. 

This approach to pharmacology is even in contrast to the 
efforts of the pharmaceutical houses whose entire sales plan 
is based on promoting an item on the basis of experimenta- 
tion and scientific facts. These concerns make a concerted 
drive to incorporate formulae, relationship of drugs and bio- 
logical activity in their descriptive literature. 


* * * 


HEALTH INSTRUCTION YEARBOOK — 1952, Com- 
piled by Oliver E. Byrd, Ed.D., M.D., F.A.P.H.A., Professor 
of Health Education and Director, Department of Hygiene, 
School of Education, Stanford University. Stanford Uni- 
versity Press, Stanford, Calif., 1952. 232 pages, $3.50. 


The Health Instruction Yearbooks are a series which 
cover the period from July 1 to the succeeding June 30. 
Thus the Yearbook for 1951 reviewed the health literature 
of 1950-51 and the Yearbook for 1952 digested the literature 
from July 1, 1951, to June 30, 1952. 


Dr. Byrd with both a medical and educator’s background 
is uniquely fittéd to accomplish his ambitious undertaking. 
Carefully scanning over a hundred professional journals, 
commission and committee reports, out of nearly 2,000 arti- 
cles he selects approximately 300 for condensation. How- 
ever, they are not presented as disconnected abstracts. In- 
stead, they are grouped in a score of chapters such as 
“Health as a Social Accomplishment,” “Mental Health and 
Disease,” “Infection and Immunity,” “Health Services and 
Facilities,” “School Health,” “International Health,” “Trends 
and Possibilities.” Each chapter begins with a keynote sum- 
mary, after which the abstracted articles appear in logical 
order. The bibliography, author and subject index facilitate 
cross Yeferences, It is of some interest that the New York 
Times, Journal of the American Medical Association and 
Congressional Record (in order named) provide the largest 
number of articles. 

With the increasing interest and activity of physicians in 
community affairs, these Yearbooks serve as excellent sources 
for talks and addresses. Moreover, in a very readable form, 
they keep the physician abreast of the times with a very 
broad spectrum of medical achievement. The annual pur- 
chase of the Yearbook is a habit which, while very inexpen- 
sive, will be very rewarding. 
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RESEARCH IN ENDOCRINOLOGY—August A. Wer- 
ner, M.D., Assistant Professor of Internal Medicine, St. 
Louis University School of Medicine; edited by Al R. 
Schmidt, City Editor, Belleville Daily Advocate, Belleville, 
Illinois. A. A. Werner, M.D., 403 Humboldt Bldg., St. 
Louis, Mo., 1952. 


As stated in the foreword by Paul Reinert, president of 
St. Louis University, this book represents a partial record 
of Dr. Werner’s activity in scientific medicine and as a 
physician. In this scientific autobiography we are given the 
life history of Dr. Werner, his family background, and early 
education. Nine of his major research problems are set forth 
in brief abstracts, comprising the hypo-ovarian syndrome; 
climacteric psychosis; the male climacteric; the effect of 
theelin injections on castrate women; the production of 
endometrial growth in castrate women, the minimum dosage 
of theelin that is required; effective clinical dosages of thee- 
lin in oil, based on the study of 16 castrate women; a sur- 
vey of estrogenic dosage on the premenstrual endometrium; 
effect of gonadotropic extract on the anterior pituitary in 
cryptorchidism; growth in children with mongolism. The 
statement of the basic problem is then followed by a cor- 
responding brief summary of how the problem was attacked, 


and finally each one of these problems is represented again . 


as the original reprint bound into one volume. 

For the most part the scientific material is now either 
part of textbooks or else it is outdated. Consequently, this 
book will be of no help to the student or practitioner as a 
source of reference, but it does stand as a monument to an 
able, early, pioneering endocrinologist and a devoted phy- 
sician. 

ae * * 


TEXTBOOK OF OPHTHALMOLOGY—Volume V—The 
Ocular Adnexa—Sir Stewart Duke-Elder, Surgeon Oculist 
to the King, Knight of Grace, Order of St. John, Consult- 
ing Ophthalmologic Surgeon to the British Army and 
Royal Air Force, Director of Research, Institute of Oph- 
thalmology, University College, London. The C. V. Mosby 
Company, St. Louis, 1952. 1083 pages, 1181 illustrations, 32 
in color, $22.50. 


The volume is composed of 1083 pages divided into sec- 
tions. These parts deal with (1) developmental anomalies, 
(2) diseases of the lids, (3) diseases of the lacrymal appar- 
atus, (4) diseases of the orbit, (5) diseases of the peri- 
orbital regions. This book, like his previous books, is care- 
fully documented with an extensive and authoritative bibli- 
ography. This has been so carefully done that his books are 
encyclopedias. 

The multiplicity of anomalies and diseases described in 
the book are rarely seen except by a composite group of 
ophthalmologists. 

To review this book in detail would involve too much 
space. Suffice it to say that this, like the preceding volumes, 
is a must for ophthalmologists’ shelves. It is a dictionary for 
ophthalmology, including disease found in all parts of the 


world. 
* * «& 


A METHOD OF ANATOMY—Descriptive and Deductive 
—5th Edition—J. C. Boileau Grant, M.C., M.B., Ch.B., 
F.R.C.S. (Edin.), Professor of Anatomy in the University 
of Toronto, The Williams and Wilkins Company, Balti- 
more, 1952. 870 pages, $7.00. 


This is the fifth edition of a well-received textbook on 
anatomy, and it continues to deserve its previous widespread 
acceptance. It considers the human body by regions, and 
emphasizes the predominant features of each region. This 
gives the book a much more practical significance since it 
enables the correlation of anatomy with clinical problems. 
The illustrations are line drawings, but clear and quite 
well done, and bring out the features discussed in the text. 
Much useful new information has been added to this book, 
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consisting essentially of data that would be useful to the 
practicing physician. For example, reference is made to 
radiograms of the wrist as a guide to skeletal age, to nerve 
supply of various joints, to the segmental anatomy of the 
lung, and to the mechanisms of swallowing. This book can 
still be recommended as a concise exposition of practical 
anatomy for both students of anatomy and the practicing 
physician. 
* * bd 


THE WHITE PLAGUE—Tuberculosis, Man and Society. 
Rene and Jean Dubos. Little, Brown and Co., New York, 
1952. $4.00. 


The history, past, present and future, of tuberculosis, the 
greatest enemy of the human race, is presented vividly and 
authoritatively by veterans in the war against it. The effect 
of tuberculosis on many of its famous victims, the develop- 
ment of man’s knowledge of its diagnosis and its origin, the 
evaluation of therapeutic measures and of other factors 
affecting its control, are described with enthusiasm tem- 
pered with scientific caution. Thus the conclusion that 
“tuberculosis mortality slowly decreased during the latter 
part of the 17th century . . . and began to increase again 
around 1730... and reached a maximum in England and 
America at the end of the 18th and during the first part of 
the 19th century” is balanced by the admission that “it is 
not easy to evaluate the prevalence of the disease from a 
study of written documents,” and by citation of figures show- 
ing that the changes referred to were merely relatively 
small differences, in the continuously enormous mortality, 
from one tenth to one fifth of all persons dying of tuber- 
culosis in most of the data recorded. Although “historical 
and epidemiological evidence supports the clinical . view 
that the individual’s nutritional state is of paramount im- 
portance in tuberculosis,” it is emphasized again that “sug- 
gestive as they are, these correlations are not entirely con- 
vincing.” Nevertheless, it is maintained, with little attempt 
at verification, that “Some mismanagement of the human 
machine must occur before the bacilli succeed in gaining a 
permanent foothold and in causing extensive ravages.” 


A critical discussion of vaccination against tuberculosis 
leaves its practical value still unsettled, but praises BCG 
as a “symbol of those generous impulses which help to 
create a better world.” The need for more case finding ef- 
forts is stressed by pointing out that “some 30 per cent of 
the individuals who die of tuberculosis . . . are not reported 
as tuberculous during life.” Despite the “extremely thin 
evidence” upon which the theory of epidemic waves is 
based, and recognition that “the downward trend did not 
begin exactly at the same time . . . in all the different coun- 
tries,” the authors insist that “tuberculosis began to de- 
crease long before any special measures had been instituted 
against the disease.” But “cycles are determined by natural 
causes and some of these can be altered by human interven- 
tion,” so they discuss alleged changes in virulence in the 
organism and in hereditary predisposition or acquired im- 
munity, but do not stress the institutional segregation which 
Newsholme and Frost pointed to as determining the de- 
crease both of tuberculosis and of leprosy. It is pointed out, 
however, that “only those communities which have carried 
out systematic and sustained antituberculosis campaigns 
have come close to eradicating the disease.” 


Appendices graphically presenting the salient facts re- 
garding tuberculosis trends in relationship to pneumonia, 
industrialization, war, age, sex and race, and a stimulating 
bibliography and commentary in the form of notes which 
are, in many places, even more fascinating than the text 
itself, with an index including hundreds of the names which 
have made up tuberculosis history, cgmpletes this valuable 
contribution to the literature of the white plague. 
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